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ANALYSIS  AND  GENERAL  SUMMARY  OF  THE  CASES 

FROM  1889-1899. 

by  william  osler,  m.  d. 

During  the  ten  years,  to  May  15,  1899,  829  cases  of  typhoid 
fever  were  treated  in  the  medical  wards  of  the  Johns  Hopkins 
Hospital.  The  patients  have  been  under  my  personal  care,  or,  in 
my  absence,  under  the  care  of  Dr.  Lafleur  (to  Oct.,  1891),  Dr. 
Thayer  (Oct.,  1891,  to  Oct.,  1898),  and  Dr.  Futcher,  my  present 
first  assistant.  Not  a little  of  the  value  of  these  records  is  due  to 
a uniformity  in  the  methods  of  observation,  of  record  and  of  treat- 
ment, which  cannot  be  reached  in  large  general  hospitals  with 
four  or  five  different  medical  services. 

The  following  statistical  details  relate  to  age,  sex,  race,  etc. 

Sex. — 631  cases  were  males  and  198  were  females. 

Race. — 729  cases  were  white  and  100  were  colored. 

Nationality. — Of  the  729  whites,  the  nationality  was  as  follows: 
Americans,  348;  Germans,  200;  Irish,  39;  Bohemians,  30;  Eng- 
lish, 28;  Poles,  21;  Russians,  19;  Scandinavians,  15;  Lithuanians, 
5;  Scotch,  4;  Italians,  3;  Finns,  2;  French,  2;  Danes,  2;  Swiss,  1; 
Austrian,  1;  Welsh,  1;  Dutch,  1;  Hungarian,  1;  West  Indian,  1; 
Syrian,  1 ; not  given,  4. 

Age. — Five  to  fifteen,  99;  fifteen  to  twenty,  159;  twTenty  to 
thirty,  393;  thirty  to  forty,  125;  forty  to  fifty,  40;  fifty  to  sixty,  6; 
sixty  to  seventy,  6;  not  given,  1. 

Season. — The  admissions  in  each  month  were  as  follows: 

January,  37;  February,  15;  March,  13;  April,  27;  May,  16; 
June,  24;  July,  91;  August,  169;  September,  169;  October,  122; 
November,  96;  December,  50. 

Locality. — From  the  city  of  Baltimore,  590  cases;  from  Balti- 
more county,  139;  from  Maryland,  outside  Baltimore  county,  29; 
from  outside  Maryland,  60;  from  steamers,  7;  not  given,  4. 
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Mortality. — In  the  829  cases,  there  were  63  deaths,  a rate  of 
7.5  per  cent.  This  represents  the  total  death-rate  of  all  the  cases 
admitted  to  the  hospital  in  which  a positive  diagnosis  of  typhoid 
fever  was  made.  It  therefore  includes  the  group  of  cases  met 
with  in  all  general  hospitals,  to  which  patients  are  frequently  ad- 
mitted in  a moribund  condition,  or  so  ill  that  death  occurs  within 
three  or  four  days. 

Treatment. — In  the  two  previous  reports  I have  dealt  fully  with 
the  method  of  treatment,  and  to  it  I have  nothing  to  add.  It  con- 
sists in : 

. First,  a careful  and  thorough  system  of  nursing , to  which,  a- 
much  as  to  any  other  single  feature,  I attribute  the  comparatively 
low  rate  of  mortality  for  a general  hospital.  Our  proportion  of 
nurses  to  patients  is  above  the  average.  We  have  been  fortunate 
in  having  as  head  nurses  in  the  wards  unusually  able  and  devoted 
women,  who  have  made  the  nursing  of  the  typhoid  fever  patients 
their  particular  study.  To  Miss  Hampton,  to  her  successor,  Miss 
Hutting,  to  the  head  nurses,  and  to  their  assistants,  I am  person- 
ally under  a lasting  obligation. 

Secondly,  diet.  Milk  diluted  with  limewater  and  egg  albumen 
form  the  standard  diet  of  the  febrile  stage.  We  rarely  order 
artificial  foods.  The  milk  has  not  often  to  be  peptonized,  and  we 
have  had  on  the  whole  singularly  few  gastric  complications,  and 
comparatively  few  instances  of  serious  bowel  trouble.  The  patients 
are  given  in  addition  an  abundance  of  cold  water. 

Thirdly,  hydrotherapy,  either  the  full  tub  at  70°,  or,  if  occasion 
requires,  ice-cold  sponges.  Full  details  of  this  are  given  in  Studies 
Ho.  n. 

Fourthly',  drugs.  As  a rule  no  medicines  are  given.  If  the 
pulse  becomes  rapid  and  feeble  we  give  alcohol  in  the  form  of  good 
whiskey,  and  strychnia,  if  necessary,  in  full  doses.  We  use  no 
antipyretics,  and  no  intestinal  disinfectants.  Special  complications, 
of  course,  require  and  receive  appropriate  treatment. 


SPECIAL  FEATURES,  SYMPTOMS  AND 
COMPLICATIONS. 


BY  WILLIAM  OSLER,  M.  D. 

1.— ANALYSIS  OF  THE  GENERAL  SYMPTOMS. 

I.  Symptoms  Of  Onset. — No  features  are  more  uncertain  and 
indefinite  in  hospital  histories  than  those  relating  to  the  mode  of 
onset  of  the  disease.  The  patient  is  generally  brought  in  by 
friends  or  relatives,  who  know  very  little  about  the  case ; there  may 
be  no  statement  from  the  doctor,  and  very  often  the  patient  himself 
is  not  in  a condition  to  give  an  intelligent  account  of  how  his 
trouble  began.  The  following  is  an  analysis  of  the  symptoms  of 
onset  as  presented  by  the  829  cases:  Headache,  595  cases;  loss  of 
appetite,  anorexia,  414  cases;  diarrhoea,  without  medicine,  322 
cases;  with  medicine,  21  cases;  cough,  233  cases;  abdominal  pain, 
227  cases;  chilly  sensations,  213  cases;  vomiting,  209  cases;  chills, 
200  cases,  of  which  107  had  a single  chill,  and  93  cases  had  two  or 
more  chills;  epistaxis,  182  cases;  malaise,  169  cases;  constipation, 
152  cases;  general  pains,  128  cases;  nausea,  114  cases;  sweats,  114 
cases;  backache,  99  cases;  vertigo,  45  cases;  delirium,  31  cases; 
stiffness  of  the  neck,  30  cases;  sore  throat,  20  cases;  pain  in  the 
right  iliac  fossa,  6 cases;  8 complained  of  deafness  at  onset;  1 of 
hiccough;  in  4,  one  of  the  early  symptoms  was  bleeding  from  the 
bowels. 

II.  The  Rash. — Rose-spots  were  present  in  666  cases,  80  per 
cent  of  the  829  cases. 

Peculiarities  of  the  Rash. — (a).  Hcemorrhagic. 

Petechial  spots  were  noticed  in  the  following  cases  of  the  third 
series. 

Wm.  W.  K.,  aged  27  (ITosp.  No.  14,453),  had  an  abundant  erup- 
tion of  rose-spots  on  the  chest  and  abdomen.  On  the  12th  day 
some  of  them  became  haemorrhagic.  The  patient  probably  had 
perforation;  death  on  the  13th  day. 
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A.  L.,  aged  19  (Hosp.  Xo.  10,373),  had  a very  profuse  rash  on 
abdomen,  back,  chest,  arms  and  neck,  some  also  on  face,  forehead, 
scalp  and  thighs.  Very  many  of  them  became  petechial.  J here 
were  a few  subcutaneous  haemorrhages. 

J.  K.,  aged  39  (Hosp.  No.  17,393).  Numerous  petechiae  scat- 
tered over  the  body;  no  rose-spots.  Patient  in  hospital  nine  days. 
When  taken  away  by  friends  the  temperature  was  104° ; general 
condition  good. 

G.  R.  C.,  aged  28  (Hosp.  No.  17,554).  Very  severe  case,  which 
terminated  fatally  on  the  42d  day.  Temperature  ranged  from 
105°  to  106°.  On  the  25th  day  numerous  ecchymoses  appeared 
on  the  abdomen. 

Wm.  R.,  aged  40  (Hosp.  No.  19,914).  On  the  day  of  death, 
29th  day  of  disease,  there  were  small  petechiae  on  the  chest  and 
back. 

A.  T.,  aged  30  (Hosp.  No.  20,814).  Case  reported  in  full  by 
Hr.  Hamburger  at  page  310.  Case  of  true  haemorrhagic  typhoid 
fever. 

L.  S.,  aged  28  (Hosp.  No.  20,884).  On  the  33d  day  there  were 
a few  subcutaneous  haemorrhages  beneath  the  skin  of  the  left  arm. 

H.  M.,  aged  34  (Hosp.  No.  21,433).  Case  of  moderate  severity. 
Patient  had  a few  haemorrhagic  spots  on  the  right  leg. 

B.  B.,  aged  2 (Hosp.  No.  21,445).  A few  petechiae  on  abdomen; 
no  rose-spots. 

Kate  K.,  aged  16  (Hosp.  No.  17,446),  admitted  Sept.  30,  1896. 
A few  purpuric  spots  on  the  back,  and  a few  urticarial  wheals  on 
chest  and  shoulders. 

Rosie  Iv.,  aged  17  (Hosp.  No.  20,349),  admitted  Aug.  18,  1897. 
On  the  18th  day  of  disease  there  were  a few  petechiae  on  the  shins. 

M.  L.  H.,  male,  aged  36  (Hosp.  No.  20,409),  admitted  Aug.  24, 
1897.  Severe  attack  with  much  delirium  and  high  fever.  On  the 
27th  day  of  illness  there  were  petechiae  on  the  sacrum  and  on  the 
skin  of  the  abdomen  and  back.  It  was  in  some  places  a vesicular 
purpura,  in  which  there  was  actual  clotting  of  blood  in  the  vesicles. 
Pigment  remained  in  places.  There  were  also  a few  deeper  sub- 
cutaneous haemorrhages.  Recovery. 
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Charles  D.,  aged  26  (IIosp.  No.  20,456),  admitted  Aug.  30,  1897. 
Copious  skin  rash.  On  the  15th  day  of  illness  there  were  numer- 
ous petechia*  on  skin  of  front  of  chest;  raised  spots  not  petechial. 

Jos.  F.  W.,  aged  7 (Hosp.  No.  20,511),  admitted  Sept.  4,  1897. 
On  the  24th  day  there  was  a large  haemorrhagic  spot  on  the  skin 
of  the  abdomen,  4 by  14  cm.  No  other  haemorrhages. 

John  K.,  aged  39  (Hosp.  No.  17,393),  admitted  Sept.  25,  1896, 
on  the  5th  day  a well-characterized  attack;  spleen  enlarged.  There 
were  no  rose-spots,  but  scattered  over  the  abdomen  there  were 
petechial  spots. 

M.  M.,  aged  16  (Hosp.  No.  21,695).  Yerv  severe  case;  high 
fever.  On  the  31st  day  a purpuric  eruption  appeared  over  the 
sacrum  and  right  buttock.  Patient  was  removed  from  hospital  and 
died  outside. 

K.  H.,  aged  23  (Hosp.  No.  24,064).  On  the  23d  day  of  illness 
of  moderate  severity,  ending  in  recovery,  there  were  haemorrhagic 
areas  on  both  heels,  possibly  associated  with  pressure.  They  did 
not  become  vesicular. 

J.  D.  H.,  aged  20  (Hosp.  No.  23,135).  Severe  attack,  recovery. 
On  the  31st  day  there  were  ecchymoses  on  the  upper  part  of  the 
abdomen. 

In  the  previous  reports,  there  were  7 cases  with  ecchymoses, 
making  in  all  25  cases  for  the  series,  a percentage  of  3.  It  is  to 
be  noted  that  to  only  one  of  these  cases,  No.  20,814,  could  the  term 
haemorrhagic  typhoid  fever  be  applied. 

( b ) .  Exceptionally  Profuse  Pash. 

In  93  cases  of  the  3d  series,  the  rose-spots  were  seen  in  other 
regions  than  the  chest,  back  and  abdomen. 

Arms,  39;  forearms,  13;  thighs,  19;  legs,  8;  face,  3;  scalp,  2; 
shoulders,  2;  neck,  2;  ankles,  1;  knees,  1;  hands,  1;  buttocks,  1; 
right  axilla,  1. 

( c ) .  Pash  Present  while  Patient  Afebrile. 

In  Studies  II  we  noted  this  in  two  cases.  This  interesting  pecu- 
liarity was  present  in  the  following  cases  of  the  present  series: 
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G.  L.,  aged  17  (IIosp.  No.  13,554).  Fresh  crop  of  rose-spots  on 
28th  day,  when  patient  was  afebrile. 

J.  F.  S.,  aged  2G  (IIosp.  No.  20,815).  On  the  29th  day,  when 
the  patient  was  afebrile,  there  was  an  abundant  rash  on  the  abdo- 
men. 

E.  H.  K,  aged  25  (Hosp.  No.  20,939).  Case  of  moderate 
severity.  On  the  22d  day,  when  the  patient  was  afebrile,  rose- 
spots  were  present  on  the  abdomen.  They  persisted  until  the  27th 
day. 

K.  S.,  aged  34  (Hosp.  No.  21,088).  Rash  when  afebrile. 

J.  E.,  aged  37  (Hosp.  No.  21,152).  On  the  37th  day  a fresh 
crop  appeared;  afebrile  for  six  days;  crops  persisted;  spots  last 
seen  on  45th  day. 

H.  M.,  aged  34  (Hosp.  No.  21,433).  On  the  29th  day,  when  the 
patient  was  afebrile,  spots  appeared. 

L.  M.,  aged  30  (Hosp.  No.  21,633).  On  37th  day  fresh  spots; 
no  fever. 

A.  G.,  aged  24  (Hosp.  No.  22,664).  On  the  30th  day,  after 
temperature  had  been  normal  for  three  days,  rose-spots  were  still 
seen. 

J.  R.,  aged  22  (Hosp.  No.  24,683).  On  the  23d  day  spots  still 
visible;  patient’s  temperature  normal. 

J.  G.,  aged  23  (Hosp.  No.  20,512).  On  the  38th  day,  after  the 
patient  was  afebrile,  fresh  spots  appeared  on  the  abdomen. 

(i d ).  Desquamation. 

In  the  following  cases  marked  peeling  of  the  skin  was  noted: 

W.  IT.  Y.,  aged  22  (Hosp.  No.  21,993).  On  the  21st  day  the 
skin  of  the  abdomen  was  desquamating. 

E.  B.,  aged  24  (FIosp.  No.  23,914).  On  the  19th  day  a diffuse 
erythematous  blush  over  whole  abdomen  and  back;  desquamation 
followed  it. 

O.  S.,  aged  23  (Hosp.  No.  25,034).  On  30th  day,  desquamation 
of  skin  of  abdomen. 

J.  E.  B.,  aged  13  (Hosp.  No.  25,679).  On  33d  day,  desquama- 
tion of  skin  of  abdomen. 
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(e).  Various. 

19,902.  On  the  abdomen  there  were  a number  of  rose-spots 
which  became  surmounted  by  small  vesicles  and  then  scabs. 

20,512.  Admitted  on  the  11th  day;  on  the  14th  day  spots 
appeared  on  the  flanks;  on  the  24th  day  there  were  fresh  spots;  on 
the  35th  day  again  fresh  spots;  on  the  38th  day,  after  temperature 
was  normal,  fresh  spots  appeared  on  the  abdomen. 

25,631.  iso  rash  until  the  relapse. 

Additional  memoranda  upon  the  skin  lesions  will  be  found  under 
the  cutaneous  complications. 

III.  The  Fever. — In  592  of  the  829  cases  the  rectal  temperature 
registered  104°  and  over.  Between  104°  and  105°  there  were  329 
cases;  between  105°  and  106°  there  were  240  cases;  between  106° 
and  107°  there  were  27  cases;  at  107°  and  over  there  w&re  6 cases. 

IV.  The  Pulse  . — There  were  345  of  the  829  cases  with  a pulse 
of  120  and  over.  Between  120  and  130  there  were  168  cases; 
between  130  and  140  there  were  72  cases;  between  140  and  150 
there  wrere  59  cases;  between  150  and  160  there  were  13  cases; 
above  160  there  were  33  cases. 

V.  Diarrhoea. — We  have  already  stated  that  there  was  diarrhoea 
at  onset  in  322  cases  before  the  patient  entered  the  hospital. 
During  the  stay  in  hospital,  163  of  the  829  cases,  i.  e.  19  per  cent, 
had  diarrhoea  at  some  time  or  other  in  the  course  of  the  disease, 
and  290  cases,  34  per  cent,  presented  constipation.  This  remark- 
ably small  percentage  of  cases  with  diarrhoea  may  in  part,  at  least, 
be  atti’ibuted  to  our  practice  of  not  disturbing  the  bowels  with 
laxatives  or  antiseptics. 

VI.  Spleen  . — As  I stated  in  Studies  II,  we  place  much  more 
reliance  upon  palpation  than  percussion  in  estimating  an  increase 
in  the  size  of  this  organ.  The  left  hand  is  placed  on  the  side,  the 
fingers  well  behind  on  the  ninth,  tenth  and  eleventh  ribs,  the  palm 
of  the  hand  over  the  splenic  region  itself.  The  patient  is  then 
asked  to  draw  a deep  breath.  As  he  does,  the  fingers  of  the  hand 
press  forward,  the  palm  of  the  hand  laterally,  and  the  diaphragm 
during  inspiration  presses  downward  and  forward,  so  that  by  these 
movements,  if  the  spleen  is  at  all  enlarged,  the  edge  appears  at  the 
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costal  margin,  where  it  can  be  readily  felt  by  the  fingers  of  the 
right  hand,  which  are  placed  just  below  the  costal  margin  between 
the  parasternal  line  and  the  tip  of  the  tenth  rib.  It  is  well  to  make 
the  palpation  just  as  the  abdominal  walls  relax,  following  their 
recession  quickly.  In  many  cases  the  edge  of  the  spleen  can  be 
seen  tilting  over  the  fingers  of  the  right  hand.  It  is  well  to  re- 
member that  in  children  the  edge  of  the  spleen  may  sometimes  be 
felt  best  as  low  as  the  tip  of  the  tenth  rib.  In  591  of  the  829 
cases  the  spleen  was  palpable,  71  per  cent. 

VII.  Chills  . — In  Studies  No.  II  there  is  an  article  on  the  occur- 
rence of  chills  in  typhoid  fever,  considered  under  the  headings  of 
(a)  at  the  onset  of  the  disease;  (b)  at  the  onset  of  the  relapse;  (c)  as 
a result  of  treatment;  (d)  with  the  onset  of  complications;  (e)  septic 
chills  during  convalescence  in  protracted  cases;  and  (f)  chills  due 
to  concurrent  malaria.  In  the  third  series  the  following  additional 
cases  of  chills  occurred: 

W.  F.  F.,  aged  26  (Hosp.  No.  13,813).  On  the  28th  day,  just 
a Aveek  after  the  onset  of  a thrombosis  of  the  left  femoral  vein, 
patient  had  a chill  lasting  twenty  minutes,  folloAved  by  a profuse 
sweat. 

Walter  F.  W.,  aged  40  (Hosp.  No.  13,870).  Severe  attack. 
On' the  21st  day  of  illness  a shaking  chill  at  1 P.  M.  Temperature 
at  twelve  o’clock  was  104.2°;  at  1.45  P.  M.  it  Avas  106.3°.  The 
patient  Avas  blue,  cyanosed,  and  had  much  muscular  twitching. 
ITe  died  the  same  afternoon. 

Henry  V.,  aged  32  (Hosp.  No.  16,794),  admitted  July  25,  1896. 
Chill  on  the  44th  day  of  ten  minutes’  duration,  probably  associated 
Avith  phlebitis. 

OsAvald  T.,  aged  42  (Hosp.  No.  17,310),  admitted  Sept.  16,  1896. 
On  the  14th  day  of  illness  a chill  lasting  for  an  hour,  folloAved  by 
sweating. 

G.  P.  C.,  male,  aged  28  (Hosp.  No.  17,554),  admitted  Oct.  11. 
1896.  SeA^ere,  protracted  case,  with  much  delirium;  repeated 
haemorrhages.  On  the  35th  day  the  patient  had  a severe  chill, 
folloAved  by  sweating.  No  tubs. 

Jas.  C.,  aged  36  (Hosp.  No.  22,399),  admitted  March  24.  189S. 
Se\rere  attack;  much  delirium;  popliteal  thrombosis;  onset  Avith  a 
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chill.  Repeated  chills  and  drenching  sweats.  Right  leg  swollen. 
Recovery. 

Fanny  II.,  aged  9 (IIosp.  No.  23,799),  admitted  Ang.  16,  1898. 
Severe  attack.  In  the  third  week,  shaking  chills,  recurring  on 
several  days  for  a week,  followed  by  heavy  sweats;  no  malarial 
organisms. 

Albert  A.,  aged  33  (IIosp.  No.  24,062),  admitted  Sept.  13,  1898. 
On  the  34th  day  the  patient  had  pain  abont  the  rectum  from 
haemorrhoids.  Irrigation  with  cold  water.  Patient  had  a chill: 
temperature  rose  to  102.2°;  normal  ten  hours  later. 

John  S.  G.,  aged  22  (IIosp.  No.  25,111),  admitted  Dec.  29,  1898. 
Severe  attack.  On  the  25th,  26th,  28th  and  36th  days  chills 
followed  by  profuse  sweats. 

Some  additional  cases  of  chills  will  be  found  under  the  section 
on  post-typhoid  elevations  of  temperature. 

2.— -RELAPSE. 

We  recognize  two  varieties:  first,  a genuine  relapse,  in  which 

there  is  a reinfection  after  a distinct  and  definite  period  of  a pyrexia; 

secondly,  the  intercurrent  relapse,  in  which,  after  the  temperature 

has  fallen  nearly  to  normal,  or  after  the  morning  temperature  has 

been  at  99°  or  99.5°  for  three  or  four  days,  and  there  has  been  a 

decided  lull  in  the  symptoms,  the  fever  again  rises,  and  the  patient 

goes  through  all  the  features  of  another  attack.  The  conditions 

under  which  relapse  occurs  are  not,  I think,  as  a rule,  within  the 

control  of  the  physician.  The  sources  of  the  reinfection  are 

doubtful.  The  typhoid  bacilli  linger  in  the  adenoid  tiss\ies  of  the 

mucous  membrane  for  a long  time,  and  Dr.  Mark  Richardson  has 

shown  that  thev  mav  be  found  in  the  stools  even  after  a consider- 
«/  «/ 

able  period  of  a pyrexia.  We  know,  too,  that  they  remain  for  a 
long  time  in  the  mesenteric  glands  and  in  the  spleen.  The  inter- 
esting observations  by  Chiari,  amply  confirmed  by  others,  that 
typhoid  bacilli  may  remain  in  the  gall-bladder  for  an  indefinite 
period,  suggest  that  this  may  sometimes  be  the  source  of  reinfec- 
tion. Errors  in  diet  may  be  associated  with  gastric  disturbance, 
and  the  passage  of  a large  number  of  bacilli  from  the  bile-ducts 
into  the  intestines. 

We  are  still  really  without  full  knowledge  of  the  causes  of  re- 
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lapse,  blit  the  frequent  occurrence  is  a positive  indication  that 
immunity  in  typhoid  fever  is  slowly  acquired,  and  not  reached  at 
the  period  of  apyrexia. 

Incidence  of  Relapse. — In  the  829  cases  there  were  86’  relapses, 
a percentage  of  a little  more  than  10.  In  this  we  have  included 
the  intercurrent  relapse. 

The  periods  of  complete  apyrexia  in  the  third  series  were  as 
follows:  3,  9,  7,  5,  3,  5,  10,  4,  7*  8,  9,  4,  4,  23,  8,  1,  6,  19,  8,  4,  16, 
15,  11,  10,  7,  4,  1,  36,  4,  7,  8,  13,  3,  3,  2,  8,  11,  5,  8,  8,  11  days. 

Summary  of  Cases. — C.  E.  D.,  aged  32  (TIosp.  Xo.  12,915), 
admitted  May  30,  1895,  on  the  12th  day  of  the  disease.  Primary 
attack  severe,  much  delirium  and  tremor;  73  tubs.  From  the  40th 
to  the  45th  days  the  temperature  ranged  about  100°.  On  the 
45th  and  46th  days  it  ivas  a little  higher.  Then  on  the  47th,  48th 
and  49th  days  it  was  below  99.5°,  part  of  this  time  at  98°.  Then 
the  temperature  rose  progressively,  and  on  the  55th  day  was  103'. 
The  fever  of  the  relapse  lasted  from  the  50th  to  about  the  75th 
day.  Rose-spots  were  present  during  the  relapse,  and  the  spleen 
was  palpable.  During  the  relapse  the  patient  had  signs  of  perios- 
titis of  the  humerus  and  of  the  sternal  ends  of  the  fourth  and  fifth 
ribs. 

C’has.  H.,  aged  22  (ITosp.  Xo.  13,769),  admitted  Sept.  3,  1895, 
on  the  8th  day  of  the  disease.  Primary  attack  very  mild;  tem- 
perature only  twice  reached  103°,  and  he  had  but  one  tub.  Ou 
the  12th  day  the  temperature  touched  normal.  Then  on  the  14th 
and  16th  clays  there  were  slight  elevations  to  101°.  Between  the 
16th  and  19th  days  slight  elevations.  From  the  20th  to  the  29th 
days  the  temperature,  was  normal,  most  of  the  time  subnormal. 
On  the  30th  and  31st  days  the  temperature  began  to  rise,  and  he 
had  fever  until  the  40th  clay;  highest  temperature  103.5°.  Iu  the 
relapse  the  tongue  was  furred,  the  spleen  was  palpable,  and  there 
were  rose-spots.  During  the  relapse  he  had  a slight  rectal  abscess. 
This  case  was  interesting  from  the  mild  character  of  the  primary 
attack.  As  stated,  the  temperature  touched  normal  on  the  12th 
day,  and  then  for  the  following  week  he  had  slight  irregular  fever, 
followed  by  apyrexia  for  nine  clays. 

1 This  nuinter  includes  also  Cases  7147,  7218,  8448  and  10657,  omitted  inadver- 
tently in  Studies  II. 
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Wm.  1).,  aged  17  (Hosp.  No.  13,962),  admitted  Sept.  22,  1895, 
on  the  5th  day  of  illness.  Primary  attack  mild;  sixteen  days’  du- 
ration; 16  tubs.  On  the  24th  day,  after  7 days  of  apyrexia,  the 
fever  recurred,  and  lasted  for  fifteen  days,  range  to  104.4°,  higher 
than  in  the  primary  attack.  During  relapse  23  tubs.  Spleen 
palpable,  tongue  furred,  abundant  crop  of  rose-spots. 

Martin  D.,  aged  30  (Hosp.  No.  14,051),  admitted  Oct.  1,  1895, 
at  the  end  of  the  third  week  of  illness.  Primary  attack  not  severe. 
Patient  was  admitted  at  the  end  of  the  primary  attack,  and  on  the 
4th  day  after  admission  the  temperature  was  normal.  On  the  30th 
day,  after  5 days  of  normal  temperature,  a relapse,  fever  lasting 
21  days;  temperature  range  to  103.8°.  Tongue  was  furred,  spleen 
palpable,  rose-spots  present. 

Caledonia  N.,  aged  14  (Hosp.  No.  14,231),  admitted  Oct.  17, 

1895,  on  the  14th  day  of  illness.  Primary  attack  mild;  tempera- 
ture normal  on  the  8th  day  after  admission.  Normal  temperature 
for  three  days;  then  fever  of  11  days’  duration,  range  to  105°; 
more  severe  than  primary  attack.  Spleen  palpable,  rose-spots, 
furred  tongue. 

Margaret  P.,  aged  25  (Hosp.  No.  16,713),  admitted  July  18, 

1896,  on  the  18th  day  of  illness.  On  admission  she  seemed  almost 
convalescent,  and  on  the  4th  day  the  temperature  was  normal. 
After  5 days  of  normal  temperature,  a gradual  ascent;  fever  of 
ten  days’  duration,  range  to  103°.  Spleen  palpable,  rose-spots, 
coated  tongue. 

Christian  P.,  aged  37  (Hosp.  No.  16,920),  admitted  Aug.  8, 
1896,  on  the  20th  day  of  illness.  Primary  attack  of  moderate 
severity,  slight  delirium.  Temperature  normal  on  27th  day;  6 
tubs.  On  the  37th  day,  after  10  days  of  normal  temperature,  re- 
lapse lasting  for  10  days,  range  to  103°.  Patient  had  recurrent 
diarrhoea  through  the  relapse.  The  spleen  was  not  palpable,  no 
rose-spots. 

Mary  G.,  aged  15  (Hosp.  No.  16,967),  admitted  Aug.  11,  1896, 
on  6th  day  of  illness.  Primary  attack  of  great  severity;  tempera- 
ture range  to  107°;  63  tubs;  temperature  normal  on  29tli  day. 
On  33d  day,  after  4 days  of  normal  temperature,  relapse  lasting 
16  days;  range  102.8°.  Spleen  not  palpable,  tongue  coated,  no 
rose-spots. 
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Geo.  AV.,  aged  28  (Uosp.  Ho.  17,043),  admitted  Aug.  18,  1890, 
on  the  9th  day.  Temperature  normal  on  27th  day.  After  7 
days  of  apyrexia,  a relapse  lasting  9 days;  range  102.8°.  Rose- 
spots,  palpable  spleen. 

Bessie  M.,  aged  20  (Hosp.  Ho.  17,101),  admitted  Aug.  24,  1896, 
on  the  15th  day  of  disease.  Primary  attack  mild;  temperature 
normal  on  22d  day.  After  8 days  normal  temperature,  relapse, 
mild,  fever  of  18  days’  duration,  range  to  103°.  Tongue  coated, 
abdomen  distended,  spleen  not  palpable.  General  condition  looked 
typhoidal. 

Thos.  X.,  aged  37  (Hosp.  Ho.  17,205),  admitted  Sept.  4,  1896, 
on  the  20th  day  of  illness.  Severe  attack;  temperature  104.5°. 
On  the  52d  day,  after  9 days  of  normal  temperature,  relapse; 
duration  13  days;  range  104.2°.  Spleen  palpable,  rose-spots, 
coated  tongue. 

Geo.  F.  W.,  aged  32  (Hosp.  Ho.  17,307),  admitted  Sept.  16, 
1896,  on  the  9th  day  of  illness.  On  the  18th  day,  after  the  tem- 
perature had  touched  normal  on  four  successive  days,  relapse, 
lasting  14  days,  until  death  from  haemorrhage.  Fever  much  higher 
and  steadier  during  relapse  than  during  primary  attack.  Fatal 
haemorrhage  occurred  on  the  31st  day,  when  he  was  doing  per- 
fectly well,  and  the  temperature  had  not  been  above  102°  for 
two  days. 

Chas.  IF,  aged  47  (Hosp.  Ho.  17,319),  admitted  Sept.  17,  1896, 
on  the  13th  day  of  illness.  The  patient  was  admitted  with  per- 
foration of  appendix  in  typhoid  fever,  and  operated  on  at  once. 
He  did  well.  On  the  37th  day,  after  four  days  of  normal  tempera- 
ture, a relapse  lasting  16  days;  severe  attack;  temperature  range 
104.5°;  38  tubs  during  relapse. 

Kate  AV.,  aged  30  (Hosp.  Ho.  17,367),  admitted  Sept.  22,  1S96, 
on  the  8th  day  of  illness.  Primary  attack  of  moderate  severity; 
temperature  touched  normal  on  the  26tli  day.  Completely  normal 
temperature  until  49th  day;  then  characteristic  relapse;  rose  spots, 
palpable  spleen;  duration  of  relapse  11  days.  Though  the  fever 
was  protracted  in  primary  attack,  it  was  moderate  and  she  did  not 
have  tubs.  In  the  relapse  she  had  29  tubs. 
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Kate  K.,  aged  1G  (IIosp.  No.  17,446),  admitted  Sept.  30,  1896, 
on  the  10th  day.  Primary  attack  moderate;  29  tubs.  On  38th 
day,  after  8 days  of  normal  temperature,  a relapse  of  9 days’  dura- 
tion; range  101.6°;  palpable  spleen,  rose-spots  and  coated  tongue. 

Amos  H.,  aged  21  (IIosp.  No.  17,608),  admitted  Oct.  16,  1896, 
on  the  3d  day.  Primary  attack  mild;  temperature  rarely  above 
102.5°;  only  3 tiibs.  During  third  week  the  temperature  fell 
gradually,  and  was  between  99°  and  101°.  On  the  22d  day  the 
temperature  was  about  and  below  99°  for  just  twenty-four  hours; 
then  gradually  rose,  and  the  relapse  was  much  more  severe  than 
the  primary  attack.  Temperature  rose  to  105°;  be  bad  41  tubs 
and  numerous  sponges.  The  relapse  lasted  26  days;  spleen  pal- 
pable, rose-spots  and  coated  tongue. 

Annie  A.,  aged  17  (IIosp.  No.  17,619),  admitted  Oct.  17,  1896, 
on  the  8th  day.  Severe  attack;  temperature  range  105.2°,  con- 
tinuously high;  24  tubs,  changed  to  sponges  on  account  of  severe 
cramps.  On  the  45th  day,  after  the  temperature  had  touched 
and  been  below  normal  for  six  days,  a relapse  lasting  19  days; 
temperature  range  not  high,  102.6°;  tongue  coated,  spleen  palpa- 
ble, fresh  rose-spots. 

Wm.  J.,  aged  17  (IIosp.  No.  20,199),  admitted  Aug.  4,  1897, 
on  the  17th  day.  Primary  attack  moderately  severe;  temperature 
104°;  20  tubs.  Temperature  normal  on  33d  day.  Then,  after  19 
days  of  complete  apvrexia,  the  temperature  rose  within  three  days 
to  105°;  relapse  of  18  days’  duration;  tongue  coated,  rose-spots, 
spleen  palpable. 

Ella  M.,  aged  10  (Hosp.  No.  20,286),  admitted  Aug.  12,  1897, 
on  the  4th  day.  Primary  attack  mild ; temperature  normal  on  the 
9th  day.  Then,  after  8 days  of  normal  and  subnormal  tempera- 
ture, a relapse  lasting  13  days;  temperature  range  to  104° ; tongue 
coated,  spleen  not  palpable,  no  rose-spots;  Widal  reaction  positive. 
Onset  of  relapse  abrupt. 

Charles  D.,  aged  26  (IIosp.  No.  20,456),  admitted  Aug.  30, 
1897,  on  the  10th  day.  Primary  attack  severe;  98  tubs.  After  4 
days  of  apyrexia,  a relapse  of  15  days;  range  to  103.5°;  rose-spots, 
palpable  spleen. 
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Lewis  R.,  aged  39  (IIosp.  Ho.  20,507),  admitted  Sept.  4,  1897, 
on  the  7th  day.  Primary  attack  mild;  highest  temperature 
103.5°.  After  16  days  of  apyrexia,  a relapse  of  16  days;  tempera- 
ture range  104°;  rose-spots,  coated  tongue;  diarrhoea,  palpable 
spleen. 

Ham  S.,  aged  22  (IIosp.  No.  20,551),  admitted  Sept.  8,  1897, 
on  the  6th  day.  Primary  attack  short;  temperature  range  105°; 
touched  normal  on  13th  day.  It  remained  normal  and  subnormal 
until  the  28th  day;  then  a mild  relapse  for  12  days,  in  which  the 
spleen  was  felt  for  the  first  time;  the  tongue  was  coated,  no  rose- 
spots. 

Mary  K.,  aged  14  (ILosp.  Ho.  20,646),  admitted  Sept.  18,  1897, 
on  the  8th  day.  Primary  attack  severe;  three  haemorrhages;  tem- 
perature normal  on  the  41st  day.  After  11  days  of  normal  tem- 
perature a relapse,  gradual  rise,  high  fever;  duration  24  days;  range 
104°;  rose-spots;  palpable  spleen,  coated  tongue. 

Mary  ML,  aged  11  (Hosp.  Ho.  20,773),  admitted  Sept.  29,  1897, 
on  the  16th  day.  Primary  attack  very  mild;  temperature  reached 
normal  on  the  20th  day.  After  10  days  of  normal  temperature 
a relapse,  severe  and  protracted,  lasting  42  days;  coated  tongue, 
rose-spots.  Unusually  protracted  case,  owing  to  the  persistence  of 
fever  during  relapse. 

Anton  T.,  aged  30  (Hosp.  Ho.  20,814),  admitted  Oct.  4,  1897, 
on  the  16th  day.  Temperature  did  not  rise  above  101°  in  primary 
attack,  and  within  a few  days  after  admission  was  normal.  After 
7 days  of  apyrexia,  a relapse  of  22  days’  duration;  rose-spots,  pal- 
pable spleen,  coated  tongue,  numerous  haemorrhages.  Case  is  re- 
ported on  page  310  by  Dr.  Hamburger. 

Raymond  C.,  aged  10  (Hosp.  Ho.  21,060),  admitted  Oct.  2S, 
1897,  on  the  11th  day.  Primary  attack  severe;  temperature 
105.4°.  Temperature  was  normal  on  the  34th  and  35tli  days,  and 
again  for  the  greater  part  of  the  time  on  the  37th  and  38tli.  Then 
between  the  41st  and  47th  days  it  gradually  rose  to  102.5°,  with 
fever  for  16  days;  range  to  102.5°;  tongue  coated,  spleen  palpable, 
no  spots. 

Israel  H.,  aged  33  (Hosp.  Ho.  21,116),  admitted  Hov.  4,  1897, 
on  the  8tli  day.  Mild  primary  attack;  temperature  range  103.4°. 
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On  the  14th  day  the  temperature  was  normal;  then  for  4 days  it 
ranged  from  1)9°  to  102°;  then  remained  from  101°  to  103°  for 
8 days.  He  had  33  tubs,  rose-spots  were  present  and  the  spleen 
palpable. 

Win.  U.,  aged  27  (Hosp.  No.  21,356),  admitted  Nov.  29,  1897, 
on  the  6th  day.  Mild  attack,  only  5 tubs;  temperature  normal  on 
14th  day.  He  was  discharged  convalescent  on  Dec.  31,  the  32d 
day.  The  temperature  for  all  this  time  had  been  normal  and  sub- 
normal. He  was  readmitted  (Hosp.  No.  21,620)  on  Jan.  3,  of  the 
40th  day  of  illness,  with  a temperature  of  104°,  having  had  fever 
the  previous  day.  He  had  a relapse  of  16  days’  duration,  com- 
plicated with  glossitis;  spleen  palpable,  rose-spots  present. 

Geo.  W.,  aged  37  (Hosp.  No.  23,401),  admitted  July  9,  1898, 
on  the  9th  day.  Severe  attack.  On  the  38th  day,  after  4 days 
of  normal  temperature,  fever  rose;  relapse  of  9 days’  duration; 
temperature  range  to  105.2°;  tongue  coated,  spleen  not  felt,  no 
rose-spots. 

Thos.  B.,  aged  19  (Hosp.  No.  23,643),  admitted  Aug.  2,  1898, 
on  the  12th  day.  Primary  attack  mild;  temperature  normal  on  the 
18th  day.  After  7 days  of  apyrexia,  a relapse  of  26  days’  dura- 
tion; range  to  103.4°;  return  of  rose-spots,  spleen  palpable,  tongue 
coated;  Widal  reaction  present  for  the  first  time. 

Maggie  C.,  aged  32  (Hosp.  No.  23,692),  admitted  Aug.  8,  1898, 
on  the  10th  day.  Primary  attack  mild;  temperature  not  above 
101.5°  while  in  hospital.  After  8 days  of  apyrexia,  a relapse; 
temperature  range  to  103.5°;  return  of  rose-spots,  furred  tongue 
and  palpable  spleen;  fever- of  8 days’  duration. 

Maggie  P.,  aged  15  (Hosp.  No.  23,702),  admitted  Aug.  8,  1898, 
on  the  7th  day.  Primary  attack  severe;  49  tubs.  Temperature 
touched  normal  on  the  23d,  24th,  25th,  26th  and  27th  days,  rang- 
ing to  101°;  then  12  days  of  fever;  temperature  range  to  104°  (an 
intercurrent  relapse).  Then,  after  13  days  of  normal  temperature, 
the  patient  up  and  about  in  chair,  she  had  a second  relapse  with 
high  fever;  temperature  between  104°  and  105°.  Perforation  on 
the  5th  day  of  relapse;  operation;  recovery. 

Clinton  G.,  aged  30  (Hosp.  No.  23,899),  admitted  Aug.  27, 

1898,  on  the.  9th  day  of  illness.  Primary  attack  of  moderate 
30 
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severity;  temperature  normal  on  the  18th  day.  There  were  3 days 
of  apyrexia,  and  then  a gradual  ascent,  relapse  lasting  12  days. 
He  had  16  tubs  in  primary  attack  and  6 in  the  relapse;  spleen 
palpable,  no  rose-spots,  tongue  furred. 

Carroll  T.  B.,  aged  25  (Hosp.  Ho.  23,950),  admitted  Sept.  2, 
1S98,  on  the  Sth  day.  Primary  attack  of  moderate  severity;  fever 
up  to  104°;  temperature  first  reached  normal  on  the  16th  day. 
After  3 days  without  fever,  the  temperature  gradually  rose,  reach- 
ing 104°  on  the  27th  day  of  illness.  The  relapse  lasted  18  days, 
and  was  much  more  severe  than  the  primary  attack.  The  spleen 
became  palpable;  there  were  no  spots.  Ho  spots  were  seen  in 
primary  attack. 

Egbert  J.  M.,  aged  32  (IIosp.  Ho.  23,958),  admitted  Sept.  3, 
1898,  at  the  end  of  the  third  week.  Primary  attack  mild;  fever 
dropped  to  normal  on  the  27th  and  28th  days.  On  the  29th  and 
30th  days  the  temperature  was  practically  normal,  ranging  from 
97°  to  99°.  Then  the  temperature  rose  gradually,  and  by  the 
33d  day  reached  103°;  fever  for  9 days.  Only  3 tubs  in  the 
primary  attack;  6 in  the  relapse.  The  spleen  was  palpable,  no 
rose-spots,  tongue  coated. 

John  G.,  aged  29  (Hosp.  Ho.  24,063),  admitted  Sept.  13,  1898, 
on  the  8th  day.  Severe  attack;  temperature  to  105°;  15  tubs. 
Temperature  normal  on  the  17th  day;  8 days  of  apyrexia;  then 
on  the  25th  day  a rise  in  temperature;  relapse  of  5 days’  duration; 
range  103.5°.  The  spleen  became  palpable  again,  but  there  were 
no  rose-spots.  The  spleen  had  been  easily  palpable  in  the  primary 
attack,  and  then  as  the  fever  fell  the  edge  could  not  be  felt.  In 
the  relapse  it  could  be  quite  plainly  felt  again.  Only  suspicious 
rose-spots  in  the  primary  attack. 

Kate  H.,  aged  23  (Hosp.  Ho.  24,064),  admitted  Sept.  13,  1S9S, 
on  the  17th  day.  Primary  attack  severe;  temperature  range  from 
104°  to  105°;  56  tubs.  Temperature  normal  on  the  33d  day. 
After  11  days  of  apyrexia,  a severe  relapse  lasting  16  days,  tem- 
perature going  to  105°,  requiring  many  tubs  and  sponges.  Profuse 
rash,  palpable  spleen,  coated  tongue. 

Cornie  S.,  aged  13  (Hosp.  Ho.  24,331),  admitted  Oct.  7,  1898, 
on  the  12th  day.  Temperature  in  primary  attack  ranged  to  104°; 
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normal  on  lSth  day.  After  5 days  of  apyrexia  a relapse  lasting 
11  days;  spleen  palpable,  tongue  clean,  no  rose-spots. 

Case  with  three  relapses:  Primary  attack  in  June;  First  relapse 
early  in  September ; Second  relapse  first  week  in  November,  onset 
with  arthritis;  Third  relapse,  fever  of  nine  days'  duration; 
Recovery. 

Bessie  W.,  aged  2G  (Idosp.  No.  24,675),  nurse,  admitted  Wednes- 
day, Nov.  9,  1898,  complaining  of  pains,  swelling  and  redness  of 
the  ankles. 

There  is  no  history  of  rheumatism  in  her  family. 

She  has  been  very  healthy;  has  had  no  infectious  diseases. 

Early  in  June,  while  nursing  a case  of  arthritis  deformans  in 
Selma,  Ala.,  she  was  attacked  with  typhoid  fever.  She  was  se- 
verely ill,  delirious,  and  was  not  able  to  be  up  until  the  latter  part 
of  August.  After  being  up  and  about  for  a few  days  she  went  to 
her  home  in  Dorchester,  Mass.  Within  about  a week  she  began  to 
feel  badly  and  to  have  fever,  and  one  afternoon  found  her  tem- 
perature 103.5°.  She  then  went  to  bed,  and  had  fever  for  three 
weeks.  She  evidently  was  very  ill,  as  she  knows  little  or  nothing 
about  the  attack,  except  that  she  was  on  liquid  diet  and  had  her 
temperature  taken  every  two  hours.  About  the  end  of  September 
she  was  able  to  get  up  for  a few  hours  each  day,  and  she  returned 
to  Baltimore  against  advice.  Not  feeling  very  well  on  her  arrival, 
she  consulted  Dr.  Thayer.  The  temperature,  taken  on  several 
days,  was  normal.  Early  in  October  she  took  care  of  a case  of 
typhoid  fever  in  a child  of  six  years.  About  the  middle  of  the 
month  she  noticed  that  she  had  fever,  varying  from  100°  to  105°, 
usually  normal  in  the  morning.  She  kept  at  work,  and  on  Tuesday, 
Nov.  6,  went  to  a case  of  appendicitis,  and  the  next  day  the  arthritic 
symptoms  to  be  described  came  on.  Evidently  since  her  return 
to  Baltimore  she  had  not  been  quite  well,  though  she  kept  up  and 
was  at  work.  She  had  profuse  night-sweats  and  her  feet  and 
ankles  had  been  swollen  at  times.  Eor  two  weeks  previous  to  the 
onset  of  the  present  attack  she  had  had  severe  headache.  Dr. 
Butcher  gives  the  following  account  of  the  onset  of  her  present 
attack.  He  saw*  her  at  the  Nurses  Club  at  4.30  P.  M.  on  the  9th. 
On  the  previous  day  she  had  begun  to  nurse  a case  of  appendicitis, 
and  at  2 A.  M.  had  intense  pain  in  the  right  ankle  and  over  the 
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dorsum  of  the  foot,  and  she  found  these  parts  both  swollen  and  red. 
Later  in  the  morning  the  left  ankle  became  painful  and  swollen, 
and  she  was  forced  to  give  up  the  case  and  return  to  the  Nurses 
Club.  When  seen  the  patient  was  suffering  great  pain  in  both 
ankles.  The  swelling  had  diminished,  but  over  the  dorsum  of  the 
right  foot  there  was  a reddened  area  extending  from  the  ankle- 
joint  nearly  to  the  base  of  the  toes,  and  along  both  the  inner  and 
outer  margins.  The  redness  was  very  intense,  and  did  not  quite 
disappear  on  pressure.  The  skin  about  both  ankles  was  extremely 
sensitive  to  the  slightest  touch.  The  temperature  was  102°. 
There  were  two  ecchymotic  areas  on  the  inner  surface  of  the  tibia 
above  the  ankle-joint.  She  was  removed  to  the  hospital. 

On  the  10th  the  temperature  ranged  to  103°.  The  swelling  of 
the  right  foot  had  much  diminished.  There  was  no  extension  of 
the  liyperasmic  areas.  The  left  foot,  too,  was  much  better.  Cold 
bichloride  compresses  had  been  kept  on  both  feet  all  night,  and  she 
had  been  ordered  15  grains  of  sodium  salicylate  every  four  hours. 
Naturally  the  case  was  regarded  as  one  of  acute  rheumatism. 

On  the  11th  the  swelling  and  pain  and  sensitiveness  of  the  joints 
had  improved  very  much,  but  her  temperature  had  risen  and 
reached  104°.  We  then  ascertained  more  definitely  with  reference 
to  her  primary  attack  of  typhoid  fever  in  Selma,  and  the  relapse 
in  Dorchester.  At  9 P.  M.  on  the  11th,  Dr.  Putcher  noted  rose- 
spots  on  the  abdomen.  The  spleen  was  palpable.  On  the  12th 
the  Widal  reaction  was  quite  positive.  The  temperature  was  very 
steady,  ranging  from  about  noon  on  the  10th  to  8 A.  M.  on  the 
14th  constantly  between  103°  and  104°,  once  reaching  104.6°. 
The  temperature  gradually  fell  on  the  16th,  17th  and  18th,  and 
on  the  21st,  the  13th  day  since  the  onset  of  the  arthritis,  became 
normal.  The  attack  was  a very  characteristic  one,  with  rose- 
spots,  enlarged  spleen,  Widal  reaction  marked,  coated  tongue  and 
dicrotic  pulse. 

From  Nov.  21st  to  the  28th  the  temperature  was  normal;  then 
on  the  28th,  29th  and  30th  it  gradually  rose,  and  reached  on  the 
evening  of  the  latter  date  102.5°.  On  Dec.  1 it  was  103.5°.  The 
tongue  became  furred  and  she  felt  much  worse.  This  attack  of 
fever  persisted  for  nine  days,  the  temperature  becoming  normal 
on  Dec.  6,  the  10th  day.  In  this  attack  she  had  abdominal  pain, 
some  tenderness  on  palpation  in  the  epigastric  region.  The  spleen 
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was  not  palpable.  The  pulse  was  slightly  dicrotic.  On  Nov.  30 
there  was  distinct  tenderness  of  the  abdomen.  On  Dec.  1,  when 
the  fever  was  at  its  height,  I noted  that  there  were  no  rose-spots. 
The  spleen  was  not  palpable.  There  was  soreness  in  the  right 
iliac  fossa,  but  no  tension;  no  tenderness  over  the  gall-bladder. 
There  were  no  changes  in  the  urine.  During  this  fever  of  nine 
days’  duration  she  looked  badly  and  felt  badly,  and  I think  it  in  all 
probability  represented  a genuine  relapse,  though  she  had  no  rose- 
spots,  nor  was  the  spleen  palpable.  She  had  a tedious  convalescence 
and  was  discharged  well,  Dec.  23. 

Annie  W.,  aged  29  (Hosp.  No.  24,356),  admitted  Oct.  10,  1898, 
on  the  10th  day.  Primary  attack  severe;  temperature  range  to 
105°;  normal  on  the  20th  day.  After  8 days  of  apvrexia  a relapse 
of  9 days’  duration;  temperature  range  to  103.6°;  spleen  again 
palpable,  return  of  diazo  reaction,  no  spots. 

John  S.  C.,  aged  47  (Hosp.  No.  25,609),  admitted  Feb.  20,  1899, 
on  the  6th  day.  Primary  attack  of  moderate  severity;  temperature 
normal  on  the  19th  day.  After  11  days  of  apyrexia,  a relapse  of 
15  days’  duration;  Widal  reaction  positive  for  the  first  time  in 
relapse;  return  of  rose-spots;  spleen  palpable. 

M.  D.  M.,  aged  48  (IIosp.  No.  24,042),  admitted  Sept.  11,  1898. 
Very  prolonged  attack,  duration  of  fever  69  days.  On  the  48tli 
day,  after  8 days  of  normal  temperature,  fever  began  to  rise  again, 
and  until  the  69th  day  it  ranged  from  99°  to  102°.  There  were 
no  rose-spots.  The  tongue  was  a little  furred  at  the  onset;  no 
diarrhoea,  but  on  the  66th  day  the  edge  of  the  spleen  was  felt. 
This  illustrates  a type  of  fever  which  is  very  difficult  to  classify. 
Had  she  really  a relapse?  It  is  most  probable  that  she  had.  I 
think  the  persistence  of  the  fever  is  itself  a point  in  favor  of  a 
relapse.  She  was  a large,  stout  woman  without  anaemia. 

Intercurrent  Relapses. 

Henry  V.,  aged  32  (Hosp.  No.  16,773),  admitted  July  25,  1896, 
on  the  8th  day.  Primary  attack  severe;  delirium;  high  fever; 
105.6°;  72  tubs.  On  the  29th  and  30th  days  the  temperature 
touched  99°,  and  from  the  29th  to  the  32d  day  the  range  was 
about  100°.  Then  for  a week  the  temperature  ranged  from  100° 
to  102°,  and  the  patient’s  condition  improved.  On  the  34th  day 
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he  had  a phlebitis.  On  the  .‘39th  and  40th  days  the  temperature 
rose  and  reached  107.2°,  persisted  very  high,  between  105°  and 
10G°,  and  the  patient  had  a severe  relapse,  lasting  until  the  58th 
day,  that  is  20  days,  counting  the  beginning  of  the  relapse  from 
the  39th  day.  There  were  rose-spots,  coated  tongue;  condition  of 
spleen  not  noted. 

Edward  A.  F.,  aged  23  (IIosp.  No.  17,118),  admitted  Aug.  26, 
189G,  on  the  20th  day  of  illness.  Primary  attack  severe;  tem- 
perature range  to  105°.  On  the  30th  and  31st  days  the  tempera- 
ture was  lower,  and  on  the  32d  day  it  touched  normal.  Then  for 
2G  days  there  was  a further  period  of  fever,  temperature  high  at 
first,  reaching  105°.  In  the  primary  attack  the  patient  had  16 
tubs,  in  the  intercurrent  relapse  42  tubs.  During  the  intercurrent 
relapse  the  spleen  was  palpable,  much  delirium,  no  l’ose-spots. 

Ned.  B.,  aged  26  (Hosp.  No.  19,957),  admitted  July  8,  1897, 
on  the  9th  day.  Primary  attack  severe;  high  fever;  31  tubs. 
From  the  19th  to  the  25th  day  the  temperature  touched  normal 
each  dav,  though  it  had  on  several  occasions  risen  to  101°.  In 
this  period  never  for  more  than  six  hours  at  a time  was  the  tem- 
perature below  98.2°.  Then  on  the  26th  day  the  temperature 
rose;  there  was  high  fever,  range  to  105°,  requiring  numerous 
tubs,  up  to  77,  lasting  22  days.  Rose-spots,  palpable  spleen,  coated 
tongue. 

Case  illustrating  the  difficulty  of  judging  whether  a case  is  a 
relapse  or  a recrudescence. 

Norman  IT.,  aged  27  (ITosp.  No.  21,256),  admitted  Nov.  IS, 
1897,  on  the  6th  day.  On  the  42d  day,  after  the  temperature  had 
ranged  from  99°  to  100.5°,  it  rose  to  104°.  The  spleen  was  not 
felt,  but  on  the  third  day  of  this  fever  fresh  rose-spots  appeared. 
On  the  50th  day,  after  12  hours  of  normal  temperature,  the  fever 
rose  again  and  lasted  for  5 days.  Spleen  not  felt;  doubtful  as  to 
rose-spots.  On  the  57th  day,  after  24  hours  of  normal  tempera- 
ture, the  fever  rose  to  101°  and  lasted  for  two  days. 

Charles  S.,  aged  13  (ITosp.  No.  24,299),  admitted  Oct.  5,  1S9S. 
on  the  12th  day.  Temperature  for  the  first  week  did  not  rise 
above  102.5°.  Several  times  it  touched  99°,  and  the  diurnal  range 
was  frequently  two  and  three  degrees.  On  the  20th  and  21st  days 
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the  temperature  became  higher,  more  continuous,  and  required 
tubs  for  the  first  time,  reaching  between  103°  and  104°.  It  did 
not  fall  to  quite  normal  until  the  3Gth  day.  During  the  first 
week  there  were  a few  suspicious  rose-spots;  the  spleen  could  not 
be  felt.  During  the  intercuirent  relapse  there  were  typical  rose- 
spots  and  the  spleen  was  distinctly  felt. 

Clias.  R.  N.,  aged  28  (IIosp.  No.  24,311),  admitted  Oct.  G,  1898, 
on  the  10th  day.  Primary  attack  mild;  spleen  palpable,  tongue 
coated,  rose-spots  doubtful.  On  the  11th,  13th,  14th  and  16th 
days  the  temperature  touched  normal,  though  there  was  a daily  rise 
to  101°.  His  general  condition  was  good.  Then  on  the  17th  and 
18tli  days  the  temperature  rose,  and  from  this  time  on  his  fever  was 
high,  constantly  reaching  104°  and  a little  over.  He  had  to  have 
tubs  for  the  first  time.  There  was  rapid  pulse,  no  rose-spots,  some 
rigidity  of  the  limbs.  On  the  23d  day  he  began  to  have  epistaxis, 
which  was  quite  severe;  no  subcutaneous  haemorrhages;  slight 
diarrhoea.  He  had  almost  continuous  haemorrhage  through  the  day, 
very  profuse  and  bright.  The  nares  were  plugged.  He  vomited 
blood  in  small  amount.  At  5 P.  M.  he  complained  of  pain  and 
tenderness  in  the  region  of  the  gall-bladder.  At  9.40  P.  M.  he 
passed  300  cc.  of  port-wine  colored  fluid;  no  clots.  The  bleeding 
persisted  until  3.30  A.  M.  on  the  following  day.  The  temperatui’e 
dropped  from  nearly  103°  at  midnight  to  95°  at  10  A.  M.  on  the 
24tli  day.  On  this  day  he  again  had  recurring  haemorrhage  from 
the  right  nostril.  He  had  had  repeated  infusions  of  salt  solution, 
but  the  pulse  became  extremely  feeble,  and  he  died  at  2 P.  M. 
At  autopsy  nothing  was  found  to  account  for  the  pain  in  the  side. 
With  the  haemorrhage  from  the  nose  and  much  blood  being  swal- 
lowed, it  was  difficult  to  know  whether  the  blood  which  came  from 
the  bowel  was  due  to  intestinal  haemorrhage,  or  was  swallowed 
blood.  At  the  autopsy,  passing  up  from  below  the  colon  was  full 
of  blood,  but  there  was  an  interval  of  nearly  three  feet  in  which 
there  was  no  blood.  Above  this  again  there  was  blood  through  the 
ileum  up  to  the  duodenum. 

John  A.  R.,  aged  19  (Hosp.  No.  24,603),  admitted  Nov.  2,  1898, 
on  the  5th  day.  Primary  attack  mild.  During  the  second  week 
of  illness  the  temperature  only  rose  to  about  103°,  and  touched 
normal  on  the  11th  day,  and  every  day  throughout  the  third  week, 
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sometimes  falling  to  97°.  Each  day  there  was  an  afternoon  rise 
to  100°,  or  sometimes  to  101°.  The  patient  was  doing  well;  there 
were  a few  rose-spots  and  the  spleen  Avas  readily  palpable.  Then, 
on  the  afternoon  of  the  20th  day,  the  temperature  rose  to  103°, 
and  he  had  a very  severe  and  protracted  attack  of  fever,  of  27  days’ 
duration.  The  temperature  was  high,  and  he  had  four  haemor- 
rhages. The  spleen  was  enlarged;  there  were  no  rose-spots. 

John  E.  EL,  aged  33  (IIosp.  I7o.  25,631),  admitted  Feb.  21, 
1899,  on  the  1st  day.  Primary  attack  of  moderate  severity.  On 
the  23d  day  the  temperature  touched  normal,  having  been  between 
100°  and  101°  for  five  days.  On  the  24th  day  the  temperature 
was  normal  in  six  out  of  twelve  observations  through  the  day, 
rising  to  between  101°  and  102°.  Then,  on  the  25th  day,  be- 
tween midnight  and  6 A.  M.,  the  temperature  rose  from  normal  to 
103.8°,  and  the  patient  had  a second  severe  attack,  in  which  rose- 
spots  were  first  seen.  The  spleen  became  larger  and  the  tongue 
coated.  During  the  relapse  he  also  had  jaundice.  The  relapse 
persisted  for  twelve  days. 

3.— POST-TYPHOID  VARIATIONS  OF  TEMPERATURE. 

The  special  care  and  the  frequency  with  which  the  temperature 
is  taken  in  our  typhoid  fever  patients  (every  two  or  every  four 
hours),  has  brought  out  some  interesting  points.  These  may  be 
considered  under  the  following  heads: 

I.  The  Subfebrile  State  in  Convalescence. — In  children,  in 
nervous  patients  and  in  very  protracted  cases  the  general  symp- 
toms may  improve,  the  tongue  become  clean,  the  appetite  return 
and  everything  may  look  favorable,  but  the  thermometer  may 
show  a daily  rise  to  100°  or  100.5°,  continuing  for  ten  days  oi 
even  three  weeks,  and  may  be  a source  of  no  little  anxiety.  If 
the  spleen  is  not  palpable,  if  the  tongue  is  clean,  the  appetite  and 
strength  returning,  and  the  urine  free  from  typhoid  bacilli,  the 
best  plan  is  to  stop  taking  the  temperature,  let  the  patient  sit  up, 
and  begin  to  give  solid  food.  In  some  persons,  particularly  in 
children  and  in  nervous  subjects,  the  normal  diurnal  range  of  tem- 
perature may  be  between  97.5°  and  100°.  In  a number  of  in- 
stances of  this  kind  I have  never  seen  any  ill  effects  from  the  plan 
suggested. 
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II.  Hypothermia. — Our  records  have  taught  us  that  low  tem- 
peratures are  very  common  in  two  diseases — malaria  and  typhoid 
fever.  In  the  latter  we  see  it — 

(a)  As  an  effect  of  the  tub,  particularly  in  the  third  week. 
Following  the  bath  for  an  hour  or  more  the  rectal  temperature 
may  not  be  more  than  97°.  This  is  an  every-day  occurrence  in  the 
wards. 

(b)  Spontaneously  in  the  third  and  fourth  weeks,  at  the  period 
of  marked  remissions,  the  temperature  may  sink  as  low  as  97°. 
The  lowest  temperature  I remember  to  have  seen  during  the  spon- 
taneous remissions  of  the  disease  was  in  a case  which  I saw  with 
Dr.  Delano  Ames.  On  the  twelfth  day  of  the  disease  the  patient 
had  a very  severe  haemorrhage,  which  had  reduced  the  temperature 
to  95°.  He  subsequently  did  well,  but  the  attack  was  protracted, 
and  in  the  fifth  and  sixth  weeks  there  were  extraordinary  varia- 
tions in  temperature.  Thus  on  the  thirty-sixth  day  the  tempera- 
ture fell  from  102.2°  at  11  A.  M.  to  94.5°  at  1 A.  M.  on  the 
following  morning.  It  then  rose  8°  by  10  A.  M.  on  the  thirty- 
eighth  day,  but  dropped  again  to  94.7°  by  6 A.  M.  on  the  following 
day.  He  made  a good  recovery. 

(c)  Following  haemorrhage.  Here  the  temperature  drop  may 
be  eight  or  even  ten  degrees.  It  rarely  falls  below  98°,  though  I 
have  one  record  showing  95°.  The  temperature  may  remain  low 
for  twenty-four  or  thirty-six  hours. 

( d ) Persistent  hypothermia  during  convalescence.  For  a week 
or  ten  days,  or  longer,  more  particularly  after  protracted  cases  with 
great  emaciation,  the  temperature  may  be  97°  or  96.5°,  and  for 
days  the  maximum  may  not  reach  9S°.  This  is  quite  a common 
event,  which  is  illustrated  by  some  scores  of  our  charts.  It  is  of 
no  special  significance. 

III.  Recurring  Paroxysms  of  Chills  and  Fever— In  Studies  II 
I have  dealt  quite  fully  with  the  subject  of  chills  in  typhoid  fever, 
and  have  given  a number  of  illustrative  cases.  It  is  not  sufficiently 
recognized  that  in  the  protracted  convalescence  paroxysms  of  fever 
with  chills  mav  recur  at  intervals  for  several  weeks,  and  this  in 
the  absence  of  any  signs  whatever  of  localized  trouble.  The  fol- 
lowing cases  illustrate  chills  occurring  after  the  temperature  has 
become  normal : 
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Frank  S.,  aged  20  (IIosp.  No.  14,599),  admitted  Nov.  26,  1895. 
On  the  30th  day,  after  seven  days  of  normal  temperature,  when 
he  had  been  sitting  up,  lie  had  a chill  at  the  onset  of  a second 
recrudescence  of  the  fever.  No  cause  ascertained.  The  fever 
persisted  for  forty-eight  hours. 

Patrick  B.,  aged  21  (Hosp.  No.  16,736),  admitted  July  1,  1896, 
ou  the  22d  day  of  illness.  Very  protracted  case.  On  the  76th 
and  80th  days  he  had  chills  followed  by  fever;  temperature  104.6°; 
no  cause  ascertained;  much  emaciation. 

Blanche  II.,  aged  24  (ITosp.  No.  23,624),  admitted  Aug.  1,  1898, 
during  a relapse.  Patient  had  a shaking  chill  on  19th  day  after 
temperature  had  been  normal;  no  cause  to  be  ascertained. 

Edward  M.,  aged  25  (Hosp.  No.  23,936),  admitted  Aug.  31, 
1898.  After  three  days  of  normal  temperature  a chill,  probably 
urethritis  and  cystitis. 

The  following  brief  abstracts  are  of  the  cases  with  post-typhoid 
elevations  of  temperature : 1 

Case  XXX. — Jos.  P.,  aged  38  (Hosp.  No.  7803),  admitted  July 
28,  1893,  on  the  10th  day  of  illness.  The  temperature  became 
normal  on  the  27th  day  of  illness.  After  the  temperature  had 
ranged  from  98.4°  to  99.5°,  and  once  100.4°,  for  four  days,  there 
was  a recrudescence  of  the  fever  for  three  days,  reaching  as  high 
as  103.2°;  no  obvious  cause. 

Case  XXXI. — Edward  D.,  aged  34  (Hosp.  No.  7928),  admitted 
Aug.  12,  1893,  on  the  6th  day  of  illness.  Mild  case.  Tempera- 
ture normal  on  the  21st  day. 

Case  XXXII. — Sophie  S.,  aged  22  (Hosp.  No.  8090),  admitted 
Sept.  2,  1893,  on  the  10th  day  of  illness.  Mild  case.  After  two 
days  of  normal  temperature,  a recrudescence  lasting  24  hours,  tem- 
perature reaching  102.8°.  No  obvious  cause.  Pain  in  the  popli- 
teal region;  no  definite  thrombosis. 

Case  XXXIII. — Aug.  K.,  aged  12  (IIosp.  No.  8232),  admitted 
Sept.  22,  1893,  on  the  21st  day  of  illness.  Attack  of  moderate 
severity.  After  11  days  of  normal  temperature,  a recrudescence 
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of  fever  lasting  G days;  no  spots;  no  enlargement  of  the  spleen. 
The  diet  had  already  been  increased. 

Case  XXXIV. — John  C.  S.,  aged  20  (IIosp.  No.  8878),  ad- 
mitted Dec.  28,  1S93,  on  the  28th  day  of  illness.  On  the  51st  day, 
after  the  temperature  had  been  normal  for  14  days,  there  was  a 
recrudescence  of  the  fever  with  headache;  no  enlargement  of  the 
spleen;  no  rose-spots.  Duration  G days;  maximum  temperature 
102°. 

Case  XXXV. — Henrietta  B.,  aged  40  (Hosp.  No.  9921),  ad- 
mitted May  19,  1894,  on  the  4th  day  of  illness.  On  the  26tli  day, 
after  10  days  of  normal  temperature,  recrudescence  of  fever  last- 
ing 4 days;  no  obvious  cause;  maximum  101.8°. 

Case  XXXVI. — Theodore  B.,  aged  24  (Hosp.  No.  10,298), 
admitted  on  the  14th  day  of  illness.  Severe  attack.  Phlebitis  of 
right  femoral  on  the  2Gtli  day.  On  the  31st  day  a chill;  rapid  rise 
of  temperature  to  105.4°.  Pever  of  2 days’  duration,  probably 
associated  with  the  phlebitis  on  the  26th  day.  On  the  36th  day 
another  rapid  rise  of  quite  transient  duration  to  104.2°. 

Case  XXXVII. — Edward  E.,  aged  21  (Hosp.  No.  10,796), 
admitted  Sept.  5,  1894,  on  the  7th  day  of  illness.  Attack  of 
moderate  severity.  On  the  28th  day,  after  24  hours  of  normal 
temperature,  recrudescence  lasting  2 days,  fever  reaching  103.2°; 
no  obvious  cause. 

Case  XXXVIII. — Homer  II.,  aged  29  (Hosp.  No.  11,074), 
admitted  Oct.  8,  1894,  on  the  8th  day.  Severe  attack. 

Case  XXXIX. — Kate  I.,  aged  30  (Hosp.  No.  11,331),  admitted 
Nov.  6,  1894;  day  of  illness  doubtful.  On  the  22d  day  in  hospital, 
after  3 days  normal  temperature,  a recrudescence  of  fever  lasting 
6 days,  temperature  reaching  104.8°. 

Case  XL. — Sewell  E.  O.,  aged  20  (Hosp.  No.  11,379),  ad- 
mitted Nov.  12,  1894,  on  the  4th  day  of  illness.  On  the  26th 
day  of  illness,  after  10  days  of  normal  temperature,  when  patient 
had  been  sitting  up  in  bed,  fever  lasting  24  hours,  rising  to  104.5°  ; 
no  obvious  cause. 
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Case  XLI. — A.  J.,  aged  29  (Hosp.  Xo.  12,589).  On  the  31st 
day,  after  4 days  of  normal  temperature,  a recrudescence  ranging 
to  102.6°,  lasting  6 hours.  Leucocytes  13,000,  fell  to  7200  in  3 
davs. 

XJ 

Case  XLIT. — R.  A.  E.,  aged  6 (Hosp.  Xo.  12,687).  On  the 
13th  day  of  normal  temperature  patient  sat  up  in  bed.  Tempera- 
ture rose  in  evening  to  100.4°  ; normal  again  in  8 hours.  After 
29  days  of  normal  temperature,  he  had  an  evening  rise  of  103.6°, 
associated  with  a slight  tonsillitis  lasting  2 days. 

Case  XLI  1 1. — A.  W.,  aged  20  (Hosp.  Xo.  13,182).  On  the 
59th  day  a recrudescence  lasting  4 days,  range  to  101°;  patient 
had  had  67  baths. 

Case  XLIV. — A.  G.,  aged  33  (Hosp.  Xo.  13,501).  After  9 
days  normal  temperature,  a recrudescence  lasting  6 days,  range  to 
101.4°.  Severe  case;  duration  51  days;  44  baths. 

Case  XLV. — Mary  C.,  aged  30  (Hosp.  Xo.  13,524),  admitted 
Aug.  7.  She  had  high  fever  for  a week,  then  slow  defervescence; 
afebrile  on  the  27tli.  Slight  attack  of  pleurisy  Aug.  22.  On  the 
morning  of  Sept.  8 the  patient’s  temperature  rose  to  103.5°.  She 
had  headache  and  nausea.  The  tongue  was  clean.  The  patient 
complained  of  marked  tenderness  in  the  right  iliac  region  and  in 
the  region  of  the  spleen.  The  spleen  was  not  palpable.  There 
was  fever  from  the  morning  of  the  8th  until  8 P.  M.  on  the  10th. 
The  highest  temperature  was  104.6°.  The  bowels  were  moved  by 
an  enema,  and  she  got  perfectly  well. 

Case  XLVI. — G.  L.,  aged  17  (Hosp.  Xo.  13,554).  Protracted 
and  severe  case;  duration  57  days;  82  baths.  Recrudescence  on 
39th  day,  after  9 days  normal  temperature,  range  to  101.8°;  lasted 
3 days.  On  50th  day,  after  6 days  normal  temperature,  recru- 
descence lasting  7 days,  range  to  101.5°.  Spleen  not  palpable; 
no  rose-spots. 

Case  XLVI I. — C.  IT.,  aged  22  (Hosp.  Xo.  13,769).  Protracted 
but  mild  case,  with  a relapse  on  the  31st  day.  After  9 days  of 
normal  temperature,  recrudescence  on  50th  day  lasting  36  hours. 
Temperature  rose  to  103.5°,  possibly  associated  with  an  attack  of 
coryza. 
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Case  XLYIII. — W.  F.  F.,  aged  26  (Hosp.  No.  13,813).  Very 
protracted  illness  for  59  days  with  much  delirium,  pneumonia  of 
the  right  lower  lobe,  phlebitis.  After  normal  temperature  of  13 
days,  recrudescence  lasting-  8 days. 

Case  XLIX. — Sarah  H.,  aged  18  (Hosp.  No.  13,919),  admitted 
Sept.  18,  1895,  on  the  17th  day  of  the  disease.  The  attack  was 
severe,  much  delirium,  high  temperature,  107.2°  on  the  19tli  day. 
On  the  37th  day,  after  6 days  of  temperature  ranging  about  99°, 
there  was  a recrudescence  lasting  5 days;  temperature  range  101.4°. 

Case  L. — S.  G.,  aged  26  (Hosp.  No.  14,171).  Recrudescence 
on  the  27th  day,  lasting  3 days,  after  the  temperature  had  twice 
touched  normal;  range  105°.  The  patient  had  had  46  baths. 

Case  LI. — J.  L.,  aged  46  (Hosp.  No.  14,280).  Mild  but  pro- 
tracted case,  not  bathed.  After  2 days  normal  temperature,  rec- 
rudescence on  31st  day,  lasting  8 days;  range  101°.  The  rise 
occurred  the  first  day  after  taking  eggs  and  toast. 

Case  LIT. — E.  R.,  aged  29  (Hosp.  No.  14,360).  On  55th  day, 
after  11  days  normal  temperature,  recrudescence  lasting  4S  hours; 
range  to  101.5°. 

Case  LIII.- — J.  K.,  aged  36  (Hosp.  No.  14,444).  Recrudes- 
cence on  45th  day,  after  3 days  of  normal  temperature,  lasting  8 
days;  range  to  102.6°.  Second  recrudescence  on  56tli  day,  after 
3 days  normal  temperature,  lasting  14  days.  Patient  very  hyster- 
ical; 22  baths.  Typhoid  spine. 

Case  LIV. — F.  S.,  aged  20  (Hosp.  No.  14,599).  Mild  but  pro- 
tracted case  with  only  3 tubs.  After  7 days  normal  temperature, 
recrudescence  on  21st  day,  lasting  4S  hours;  range  99°  to  105°. 
Second  recrudescence  on  36th  day,  after  7 days  of  normal  tempera- 
ture; lasted  48  hours;  range  105.8°.  This  recrudescence  was 
initiated  by  a chill;  no  malarial  organisms. 

Case  LY. — M.  K,  aged  21  (Hosp.  No.  14,914).  Mild  case,  9 
tubs.  Reci-udescence  on  19th  day,  after  24  hours  normal  tempera- 
ture; lasted  5 days;  range  101.8°;  no  enlargement  of  spleen;  no 
rose-spots. 
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Case  LVI. — :T.  B.,  aged  29  (IIosp.  No.  15,106).  After  5 days 
normal  temperature,  fever  rose  to  101°  and  remained  up  for  a few 
hours. 

Case  LV1I. — M.  P.,  aged  25  (IIosp.  No.  10,713).  Following 
a relapse,  after  4 days  normal  temperature,  recrudescence  lasting 
0 days;  range  101°. 

Case  LVI II. — P.  K,  age.d  16  (IIosp.  No.  16,829).  Moderately 
severe  case;  26  tubs.  After  3 days  of  temperature  at  99°,  recru- 
descence lasting  4 days,  range  101.5°,  followed  the  increase  in  diet. 

Case  LIX. — H.  B.,  aged  20  (IIosp.  No.  16,870).  Three  days 
before  discharge,  when  he  had  been  up  and  about,  fever  of  12 
hours,  range  to  103.5°,  which  seems  to  have  followed  exposure. 

Case  LX. — A.  F.,  aged  27  (IIosp.  No.  16,910).  Moderate 
attack;  10  tubs.  After  8 days  normal  temperature,  spleen  still 
being  palpable,  recrudescence  of  5 days;  range  103.5°;  no  rose- 
spots. 

Case  LXI. — O.  E.,  aged  17  (IIosp.  No.  17,148).  From  32d 
to  34th  day,  after  patient  had  been  up,  recrudescence,  range  103°, 
supposed  to  be  due  to  constipation. 

Case  LXII. — M.  L.  F.,  aged  3 (IIosp.  No.  17,887).  Mild  case, 
duration  of  the  fever  18  days.  She  had  on  the  19th,  22d,  23d  and 
3 2d  days  slight  recrudescences,  fever  lasting  only  a few  hours. 

Case  LXIII. — M.  B.,  aged  26  (Hosp.  No.  19,852).  On  the 
48th  day,  after  12  days  of  normal  temperature,  recrudescence. 
Patient  delivered  of  a still-born  child  on  the  51st  day.  On  the 
55th  day,  after  two  days  of  normal  temperature,  slight  elevation  to 
100°,  lasting  for  several  days. 

Case  LX IV. — S.  N.,  aged  16  (IIosp.  No.  20,050).  On  the 
34tli  day,  when  convalescence  was  well  established,  the  tempera- 
ture rose  to  102°,  lasting  12  hours;  no  cause. 

Case  LXV. — J.  S.,  aged  28  (IIosp.  No.  20,070).  On  the  41st 
day,  after  6 days  normal  temperature,  recrudescence  lasting  7 days, 
range  101°;  no  rose-spots;  no  enlarged  spleen. 
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Case  LXVI.—J.  G.,  aged  23  (Hosp.  Ho.  20,512).  On  the 
.31st  day;  after  7 days  of  normal  temperature,  slight  recrudescence 
lasting  7 days,  temperature  at  about  100°.  This  followed  increase 
in  the  diet  of  soft  egg. 

Case  LA  T II. — II.  S.,  aged  22  (Hosp.  Ho.  20,551).  Mild  case. 
Recrudescence  on  the  22d  day,  lasting  twelve  hours. 

Case  LA  l III. — D.  G.,  aged  21  (Hosp.  Ho.  20,002).  Severe 
attack,  95  tubs.  Recrudescence  on  the  42d  day,  after  normal  tem- 
perature of  5 days,  range  102°,  lasted  4 days. 

Case  LAIX. — G.  R.,  aged  11  (Hosp.  Ho.  20,816).  Mild  case. 
On  the  38th  day  temperature  rose  to  101°;  constipation. 

Case  LXX. — J.  R.,  aged  14  (Hosp.  Ho.  21,176).  Patient  was 
admitted  on  the  13th  day  of  illness;  condition  good.  Temperature 
rose  to  between  104°  and  105°;  tubs  at  first.  By  the  20th  day  the 
temperature  was  normal  for  a few  hours.  Then  on  this  day  it  rose 
to  104.5°,  on  the  22d  to  103.5°,  on  the  23d  to  103°.  On  the  24th 
and  25th  it  was  a little  irregular,  once  rose  to  102°.  On  the  26th 
it  rose  to  104°,  on  the  27th  to  103.5°,  on  the  28th  to  103.6°,  on 
the  29th  to  102°,  after  which  it  remained  normal.  These  par- 
oxysms in  each  case  did  not  last  for  more  than  from  8 to  10  hours. 
There  was  no  leucocytosis.  The  spleen  was  not  palpable.  Ho 
chills  occurred.  Ho  malarial  organisms  were  found  in  the  blood. 

Case  LXXI.—A.  P.,  aged  15  (Hosp.  Ho.  23,427).  Severe 
case,  134  tubs.  On  the  56th  day,  after  16  days  normal  tempera- 
ture, a recrudescence  of  48  horn's,  range  101.5°. 

Case  LXX1I. — F.  II.,  aged  9 (Hosp.  Ho.  23,799).  Moderately 
severe  attack,  23  tubs.  Patient  was  a girl  aged  9,  who  was  ad- 
mitted, as  far  as  we  could  gather,  on  the  31st  day  of  fever.  The 
temperature  was  high,  ranging  to  105°  at  first.  Then  it  was  more 
moderate  and  very  protracted,  and  it  was  not  until  the  55th  and 
56th  days  that  the  temperature  fell  to  between  98°  and  100°. 
Then  between  this  date  and  the  81st  day  she  had  a very  remarkable 
senes  of  elevations  of  temperature,  the  first  lasting  3 days,  from 
the  57th  to  the  59th,  inclusive.  The  temperature  rose  to  103° 
each  day.  On  the  60th  and  61st  days  it  was  normal  for  the  greater 
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part  of  the  time.  The  second  elevation,  also  lasting  3 days,  oc- 
curred from  the  62d  to  the  G4th  days,  inclusive.  The  temperature 
rose  to  nearly  104°  and  she  had  tubs  again.  On  the  Goth  and  66th 
days  the  temperature  was  between  98°  and  100°.  Then  a third 
recrudescence  occurred  on  the  G7th  and  68th  days,  the  temperature 
rising  to  103°  each  day.  On  the  G9th  and  70th  days  the  tempera- 
ture was  low,  for  a part  of  each  day  subnormal,  96°.  A fourth 
recrudescence  occurred  from  the  71st  to  the  73d  da  vs,  inclusive. 
The  temperature  rose  to  between  102°  and  103°.  After  the  74th 
day  she  had  no  further  fever,  except  one  day,  the  79th,  when  the 
temperature  went  up  to  101.5°.  She  had  a protracted  convales- 
cence, the  temperature  for  a good  part  of  the  time  being  subnormal. 
USTo  cause  whatever  could  be  found  for  these  late  elevations. 

Case  LXXIII. — W.  L.  D.,  aged  28  (Hosp.  Ho.  23,830).  Mild 
case.  After  4 days  of  normal  temperature  recrudescence  of  5 
days’  duration,  range  102.2°;  followed  toast  and  eggs. 

Case  LX XIV. — E.  B.,  aged  24  (Hosp.  Ho.  23,914).  Severe 
case,  60  tubs.  On  the  64th  day,  after  16  days  normal  temperature, 
recrudescence  for  10  days,  range  from  97.2°  to  102.4°;  no  rose- 
spots;  no  enlarged  spleen.  Though  the  temperature  rose  occa- 
sionally to  101.5°  and  102°,  for  some  part  of  each  day  it  was  at 
99°.  As  there  were  no  rose-spots  and  the  general  condition  was 
good,  except  for  a bronchitis,  we  shall  place  this  among  the  recru- 
descences. 

Case  LXXV. — M.  M.,  aged  19  (Hosp.  Ho.  23,949).  Moder- 
ately severe  attack,  45  tubs.  Recrudescence  after  4 days  with 
temperature  from  98°  to  100.8°,  lasting  7 days,  range  103.2°;  no 
spots;  spleen  not  enlarged. 

Case  LXXVI. — R.  G.  W.,  aged  44  (Hosp.  Ho.  23,957).  Mild 
case.  After  normal  temperature  for  4 days,  recrudescence,  range 
102°,  which  lasted  6 days;  no  spots;  no  enlarged  spleen. 

Case  LXXVII. — A.  A.,  aged  33  (Hosp.  Ho.  24,062).  Moder- 
ately severe  attack, '25  tubs.  After  7 days  of  normal  temperature 
the  fever  ranged  from  the  27th  to  the  41st  day  from  98°  to  100.5°, 
once  reaching  101.2°. 
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Case  LXXVIII. — R.  B.,  aged  17  (Hosp.  No.  24,517).  Severe 
attack,  59  tubs,  much  delirium  and  rigidity.  From  the  24th  day, 
when  the  temperature  became  normal,  to  the  39th,  the  range  was 
from  98°  A.  M.  to  100.4°  P.  M. 

Case  LXXIX. — J.  W.,  aged  25  (Hosp.  No.  25,133).  Moder- 
ately severe  case.  After  7 days  normal  temperature  recrudescence 
on  26th  day,  lasting  5 days,  range  101°;  no  cause. 

4.— COMPLICATIONS  AND  SEQUELS. 

Digestive  System. 

(a).  Haemorrhage  from  the  Bowels. 

There  were  50  cases  in  the  829  in  which  blood  appeared  in  the 
stools,  in  large  or  in  small  quantities,  a percentage  of  6.  Of  these 
5 cases  died,  a percentage  of  10.  The  following  is  a brief  summary 
of  the  cases  in  the  third  series. 

Wallace  H.,  aged  23  (Hosp.  No.  13,189),  admitted  July  1,  1895, 
in  the  2d  week  of  a severe  illness.  Diarrhoea  at  onset,  which 
ceased  4 days  after  admission.  He  had  44  tubs.  On  the  20th  day 
after  admission,  the  34th  day  of  the  disease,  he  had  a profuse 
haemorrhage  of  bright  red  blood,  estimated  to  be  as  much  as  a quart. 
The  temperature  fell  from  103.2°  to  96.8°.  It  was  followed  in  15 
minutes  by  another  small  haemorrhage,  which  proved  fatal. 

Geo.  K.,  aged  7 (Hosp.  No.  16,648),  admitted  July  13,  1896. 
Sharp  attack;  temperature  range  up  to  105.6°.  On  the  29th  day 
of  the  disease  the  patient  had  2 small  haemorrhages  of  4 ounces 
each.  He  had  had  no  diarrhoea;  had  had  84  tubs,  changed  to 
sponges  after  the  haemorrhages.  Recovery. 

Geo.  F.  W.,  aged  32  (Hosp.  No.  17,307),  admitted  Sept.  16, 
1896.  On  the  31st  day  of  illness,  during  a relapse,  this  patient 
had  2 haemorrhages,  one  700  cc.  and  the  other  500  cc.  The  patient 
died  the  next  day. 

Geo.  J.,  aged  27  (Hosp.  No.  17,344),  admitted  Sept.  20,  1896. 
On  the  18th  day  of  illness  haemorrhage  of  500  cc. ; 20th  day  haemor- 
rhage of  310  cc. ; 24th  day  haemon*hage  of  320  cc.  They  had  no 

effect  on  temperature  or  pulse.  Recovery.  No  tubs. 
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G.  E.  C.,  male,  aged  28  (IIosp.  Ho.  17,554),  admitted  Oct.  11, 
1890.  On  the  12th  day  of  disease  he  had  2 haemorrhages  of  300 
cc.  From  the  12th  to  the  25th  days  he  had  5 additional  haemor- 
rhages, of  500,  500,  250,  200  and  200  cc.  Ho  tubs.  Very  severe 
illness.  Death. 

Henry  A.  L.,  aged  22  (Iiosp.  Ho.  18,215),  admitted  Dec.  28, 
1896.  Patient  had  a very  intense  infection,  with  much  delirium. 
On  the  day  of  his  death  he  had  a blood-stained  stool,  and  for  several 
hours  before  death  he  passed  continuously  a large  quantity  of  blood- 
stained fluid  with  a number  of  clots. 

Jas.  J.,aged  38  (Hosp.  Ho.  20,482),  admitted  Sept.  1,  1897,  at 
the  end  of  the  3d  week;  delirium;  high  fever.  On  the  27th  day 
he  had  a haemorrhage  of  500  cc.  after  a hath.  On  the  29th  day 
two  haemorrhages,  200  cc.  and  600  cc.;  no  effect  on  temperature; 
recovery. 

]\fary  K.,  aged  14  (Hosp.  Ho.  20,646),  admitted  Sept.  18,  1897, 
on  the  18th  day  of  illness.  Slight  haemorrhages  on  the  13th  and 
14th  days.  On  the  30th  day  a haemorrhage  of  460  cc.  Tempera- 
ture dropped  from  102.5°  to  97°.  Patient  had  only  three  tubs 
at  the  outset. 

John  F.  S.,  aged  26  (FIosp.  Ho.  20,815),  admitted  on  the  31st 
day  of  disease.  On  the  day  of  admission  he  had  a brisk  haemor- 
rhage of  1020  cc.  Marked  anaemia.  Subsequently  the  patient 
did  well;  no  further  haemorrhage;  recovery. 

Michael  K.,  aged  32  (FIosp.  Ho.  24,298),  admitted  Oct.  5,  1898, 
on  23d  day  of  disease.  On  the  38th  day  he  had  a haemorrhage  of 
300  cc.  Ho  effect  on  temperature  or  pulse. 

John  E.,  aged  19  (Hosp.  Ho.  24,603),  admitted  Hov.  2,  1898. 
On  the  24th  day  of  a severe  attack  500  cc.  of  bright  blood.  Tem- 
perature dropped  nearly  2°.  In  the  afternoon  of  the  same  day 
350  cc.,  accompanied  with  sudden  severe  abdominal  pain.  The 
patient  was  having  sponges  when  the  haemorrhage  came  on.  From 
the  36th  to  the  38th  days  three  haemorrhages,  410  cc.,  600  cc.  and 
700  cc. 

Jeannette  J.,  aged  15  (Hosp.  Ho.  24,048),  admitted  Sept.  11, 
1898,  on  the  5th  day  of  illness;  very  ill;  not  bathed.  On  the  7th 
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day  she  passed  100  cc.  of  blood;  on  the  8th  day  500  cc.  Tempera- 
ture dropped  to  97°.  No  further  haemorrhage.  Recovery. 

Jesse  E.  B.,  aged  13  (Hosp.  No.  25,679),  admitted  Eeb.  24,  1899. 
On  the  13th  day  he  passed  3S0  cc.;  later  150  cc.  Temperature 
fell  from  103°  to  98.8°.  On  the  14th  day  two  haemorrhages, 
250  cc.  and  60  cc.  No  effect  on  the  temperature. 

Hcemorrhages  following  enemata. — Lena  K.  (Hosp.  No. 
17,277).  On  the  14th  day,  following  an  enema,  the  patient 
passed  200  cc.  of  red  blood. 

Katie  K.,  aged  16  (LIosp.  No.  17,446),  admitted  Sept.  30,  1896. 
On  the  14th  day  of  illness  the  patient  had  a soft  stool  with  150  cc. 
of  fluid  blood. 

Jos.  H.,  aged  30  (Hosp.  No.  18,035),  admitted  Dec.  5,  1896. 
On  the  13th  day  of  illness,  following  an  injection,  there  was  about 
100  cc.  of  blood  in  the  stool.  The  patient  died  on  the  24th  day. 

Louis  S.,  aged  29  (Hosp.  No.  20,884),  admitted  Oct.  11,  1897. 
Very  severe  attack  with  much  delirium.  On  the  28th  day  of 
illness  he  had  three  stools  containing  about  50  cc.  of  blood  each; 
later  a little  bloody  oozing;  no  effect  on  the  temperature. 

Ellen  K.,  aged  6 (LIosp.  No.  21,744),  admitted  Jan.  15,  1898. 
On  the  18th  day  of  illness  she  had  a well  formed  stool  with  a few 
small  clots.  On  the  20th  day  several  large  clots  after  an  enema. 

C.  G.  W.,  male,  aged  44  (Hosp.  No.  23,850),  admitted  Aug.  22, 
1898.  On  the  26th  day  about  50  cc.  of  blood  clots  in  the  stool. 
Patient  had  been  constipated. 

Edward  B.,  aged  24  (Hosp.  No.  23,914),  admitted  Aug.  29,  1898. 
On  the  27th  day  200  cc.  of  blood  in  the  stool.  No  influence  on 
pulse  or  temperature.  No  further  haemorrhages.  Sixty  tubs. 

Thos.  J.  S.,  aged  39  (Hosp.  No.  24,221),  admitted  Sept.  28, 
1898.  Severe  attack.  On  the  19th  day  50  cc.  of  blood  passed;  on 
the  20th  day  60  cc. ; on  the  24th  day  140  cc. ; on  the  25th  day 
100  cc.  No  influence  on  pulse  or  temperature. 

Geo.  K.,  aged  7 (Hosp.  No.  16,648),  admitted  July  13,  1896, 
on  the  28th  day  of  illness  had  two  small  haemorrhages  of  four 
ounces  each. 
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Michael  K.,  aged  32  (Hosp.  Ho.  24,208),  admitted  Oct.  5,  1898, 
on  the  38th  day,  had  a haemorrhage  of  300  cc. 

(b).  Perforation. 

The  question  of  perforation  in  typhoid  fever  is  discussed  with 
great  fulness  in  the  papers  by  Dr.  Finney  and  Dr.  Cushing  in  this 
number  of  the  report.  In  the  series  of  829  cases  there  were  23 
instances  of  perforation,  a percentage  of  2.7.  Of  these  3 recovered 
after  operation.  The  following  are  the  cases  of  perforation  in  the 
third  series. 

Jas.  D.  (Hosp.  Ho.  13,485).  (Given  in  full  in  Dr.  Finney’s 
paper.) 

Wm.  W.  K.,  aged  27  (Hosp.  Ho.  14,453),  admitted  Hov.  11, 

1895.  He  had  been  ill  for  seven  days  with  loss  of  appetite  and 
epis  taxis.  Free  movement  of  the  bowels  after  purge.  On  the  day 
after  admission  very  profuse  eruption  of  rose-spots.  Tongue  was 
coated  and  dry.  The  temperature  ranged  from  103°  to  105°.  On 
the  8th  day  be  had  a convulsive  attack  lasting  fifteen  minutes. 
There  was  marked  muttering  delirium.  On  the  12th  day  the 
abdomen  became  more  distended,  the  pulse  small  and  rapid.  He 
had  involuntary  movements.  The  abdomen  was  distended,  a little 
tender;  the  liver  dulness  was  obliterated.  The  condition  became 
worse  and  he  died  on  the  following  day. 

Geo.  F.,  aged  18  (Hosp.  Ho.  16,888),  admitted  Aug.  5,  1896. 
He  had  been  ill  five  days  with  chills,  vomiting  and  diarrhoea;  rose- 
spots  on  the  abdomen;  tongue  coated  thickly.  Patient  had  45 
baths.  The  fever  was  moderately  high  at  first,  subsequently  rose 
to  106°.  He  seemed  doing  very  well,  but  on  the  25th  day  the 
abdomen  was  full  and  very  tense  and  tender.  The  tongue  became 
dry  and  brown.  The  temperature  rose;  the  pulse  became  rapid 
and  exceedingly  feeble.  The  liver  flatness  was  obliterated.  He 
died  on  the  morning  of  the  36th  day. 

Richard  H.,  aged  19  (Hosp.  Ho.  18,116),  admitted  Dec.  14, 

1896,  after  an  illness  of  8 days’  duration.  The  patient  had  a very 
characteristic  attack  with  high  fever,  between  105°  and  106°.  He 
was  bathed  and  sponged.  He  had  slight  diarrhoea.  On  the  24th 
he  began  to  have  distention  of  the  abdomen.  The  temperature  was 
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between  103°  and  104°;  he  had  five  stools  and  did  not  seem  so  well. 
On  the  24th  and  25tli  the  temperature  was  more  irregular,  and 
once  reached  105.5°;  there  was  less  diarrhoea.  On  the  27th  he 
said  he  felt  quite  comfortable,  though  he  had  had  some  vomiting 
through  the  night  and  pain  in  the  region  of  the  bladder,  which  was 
relieved  after  catheterization.  The  abdomen  was  tense  and  dis- 
tended, everywhere  tympanitic;  the  hepatic  flatness  reached  to  the 
costal  margin.  On  the  28th  I noted  that  his  pulse  was  stronger, 
but  very  rapid.  The  abdomen  was  a little  distended  and  very 
tense.  The  respiratory  movements  were  visible.  ITe  was  sensitive 
in  the  lower  part  of  the  abdomen.  On  the  28th  of  Dec.,  the  21st 
day  of  illness,  his  temperature  rose  to  105.5°.  We  were  keenly  on 
the  lookout  in  this  case  for  signs  of  perforation,  and  in  the  evening 
at  8 p.  m.  the  patient  had  a sudden  collapse,  the  pulse  became 
imperceptible.  Hippocratic  facies,  respirations  40.  He  had  vom- 
iting; the  liver  dulness  was  not  wholly  obliterated;  tympanitic  note 
uniform  over  the  abdomen.  He  failed  rapidly  and  died  at  10.15 
P.  M.  The  autopsy  showed  typhoid  fever  (ileo-  and  colo-tvphus) ; 
clean,  deep  ulcers;  perforation  of  ulcer  in  ileum;  general  fibrino- 
purulent  peritonitis;  cloudy  swelling  of  the  viscera;  lymphomata 
in  the  liver;  necrosis  of  the  mesenteric  glands;  acute  splenic  tumor; 
oedema  of  the  lungs. 

Bacteriological  Examination. — The  bacillus  typhosus  was  iso- 
lated from  the  gall-bladder,  kidney  and  peritoneal  cavity,  the  bacil- 
lus coli  communis  from  the  kidney,  the  streptococcus  pyogenes 
from  the  peritoneal  cavity. 

Frances  K.,  aged  29  (TIosp.  Ho.  21,656),  admitted  Jan.  6,  1898, 
on  the  13th  day  of  the  disease.  She  was  delirious,  had  high  fever, 
104°  to  105°;  no  diarrhoea.  Twenty-three  tubs.  On  the  17th 
day  the  abdomen  was  full  and  painful  and  tender.  On  the  13th 
day  the  leucocytes  had  only  been  7500;  on  the  17th  they  were 
22,600.  She  was  very  delirious,  had  px-ofuse  perspiration.  The 
inspirations  -became  rapid.  The  abdomen  was  much  distended; 
the  liver  flatness  was  obliterated.  The  pulse  rase  to  140,  very 
small  and  irregular.  She  died  on  the  18th  day  of  illness. 

The  autopsy  showed  typhoid  fever  (ileo-colo-typhus).  Large, 
spreading,  sloughing  ulcers  in  the  lower  end  of  the  ileum.  Haemor- 
rhage; peiToration ; fibrino-sei’ous  peritonitis.  Splenic  tumor.  Con- 
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genital  malformation  of  the  heart  (patent  foramen  ovale  and  aneu- 
rysm (?) — pars  men.  sept.). 

Bacteriological  Examinalion. — Bacillus  typhosus  was  obtained 
from  the  bile,  spleen,  mesenteric  gland  and  kidney.  Bacillus  coli 
communis  was  obtained  from  the  iung,  peritoneum,  kidney,  spleen 
and  liver. 

Charles  H.,  aged  47  (Hosp.  No.  17,319).  See  Dr.  Finney’s 
paper  in  this  report. 

P.  Benjamin  B.,  aged  31  (Hosp.  No.  23,987).  See  Dr.  Cush- 
ing’s paper  in  this  report. 

Herbert  H.,  aged  7 (Hosp.  No.  23,098).  See  Dr.  Cushing’s 
paper  in  this  report. 

Maggie  P.,  aged  15  (Hosp.  No.  23,702).  See  Dr.  Cushing’s 
paper  in  this  report. 

Wm.  N.,  aged  18  (Hosp.  No.  23,970).  See  Dr.  Cushing’s  paper 
in  this  report. 

(c).  Parotitis. 

In  the  829  cases  parotitis  occurred  in  12,  a percentage  of  1.4.‘ 
Of  the  12  cases  4 died,  a percentage  of  33.  The  two  most  inter- 
esting cases  in  the  series  are  those  in  which  the  submaxillary  glands 
were  involved,  a very  unusual  complication. 

Emma  B.,  aged  23  (Hosp.  No,  14,243),  admitted  Oct.  10,  1895. 
In  the  third  week  a right  parotitis  developed,  which  suppurated 
and  was  opened.  Streptococcus  grew  from  the  cultures.  Death. 

Mary  W.,  aged  11  (Hosp.  No.  20,773),  admitted  Sept.  29,  1897. 
Attack  of  moderate  severity.  On  the  10th  day  of  disease  the  right 
submaxillary  glands  became  enlarged  and  tender,  but  did  not  sup- 
purate. The  patient  subsequently  had  a relapse. 

Lee  J.,  aged  21  (Hosp.  No.  23,208),  admitted  June  20,  1898. 
Severe  attack.  On  the  19th  day  of  illness  he  had  parotitis  of 
right  side.  On  the  21st  day  the  swelling  was  incised;  no  suppura- 
tion. Much  oedema  about  the  eyes.  Death. 

1 In  addition  to  the  case  referred  to  in  Studies  II,  Hosp.  No.  10,599  had 
parotitis. 
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Albert  E.,  aged  14  (Hosp.  No.  24,101),  admitted  Sept.  16,  1898, 
on  the  12th  day  of  fever.  General  features  of  the  disease  well 
marked;  temperature  range  moderate;  ice  sponges  instead  of  baths. 
On  Sept.  28th,  after  bis  temperature  had  been  falling,  he  com- 
plained of  soreness  over  the  right  parotid  and  swelling  began.  By 
evening  his  temperature  rose  to  103°.  Leucocytes  only  3000. 
During  the  next  day  the  swelling  increased  and  was  very  tender. 
On  the  30th  the  leucocytes  were  not  increased,  only  3000;  tem- 
perature had  ranged  between  normal  and  101°.  On  Oct.  1st  the 
lad’s  condition  was  good;  parotid  swelling  wras  less  marked  and  was 
softer.  During  the  next  week  the  swelling  gradually  subsided  and 
by  the  tenth  day  was  gone.  The  case  is  interesting,  as  showing- 
no  marked  increase  of  fever,  and  no  leucocytosis  with  the  parotitis. 

Jesse  E.  B.,  aged  13  (IIosp.  No.  25,679),  admitted  Feb.  24,  1899. 
Severe  attack;  18  tubs;  then  sponges.  On  the  27th  day  double 
submaxillary  bubo,  which  persisted,  was  not  very  painful  but  very 
large.  They  were  opened  on  the  41st  day,  and  about  an  ounce  of 
greenish  pus  withdrawn  from  each  side.  Streptococcus  pyogenes 
in  cultures.  Recovery. 

(d).  Various  Complications. — (1).  Pharyngitis. 

J.  D.  M.  (Hosp.  No.  12,320)  had  about  the  end  of  the  7th  week 
well  marked  pharyngitis,  swelling  of  the  uvula,  pharynx,  and 
tonsils,  with  redness  and  soreness;  no  membrane. 

Wm.  E.  D.,  aged  27  (Hosp.  No.  23,960),  admitted  Sept.  3,  1898. 
Severe  attack;  50  tubs.  On  the  25th  day  membranous  pharyn- 
gitis; small  patches,  greyish  in  color;  some  on  the  hard  palate. 
Cultures  gave  staphylococci;  no  diphtheria  bacilli. 

Walter  T.,  aged  26  (Hosp.  No.  20,622),  admitted  Sept.  15,  1897. 
About  the  18th  of  September  his  throat  began  to  be  very  sore;  then 
a couple  of  superficial  ulcers  were  noted  on  the  uvula.  This  was 
followed  by  a large  greyish  patch  of  exudation  behind  the-  pillar 
of  the  fauces  on  the  right  side.  It  did  not  extend  over  the  whole 
throat.  Cultures  were  repeatedly  taken,  in  which  there  were  no 
diphtheria  bacilli. 

In  addition  the  following  cases  had  pharyngitis  sufficiently  severe 
to  cause  annoyance  and  to  require  local  treatment. 


458 


William  Osier. 


Israel  N.,  aged  33  (llosp.  No.  21,116),  admitted  May  4,  1897. 

Tlios.  J.  S.,  aged  39  (llosp.  No.  24,221 ),  admitted  Sept.  28,. 
1898. 

(2) .  Diphtheria  of  Mucous  Membrane  of  Lip. 

Raymond  S.,  aged  22  (llosp.  No.  17,419),  admitted  Sept.  28, 
1S96,  on  the  8th  day  of  illness.  Moderate  fever.  On  the  16th 
day  the  patient  presented  a remarkable  patch  on  the  mucous  mem- 
brane of  the  lower  lip,  2 by  3 cm.  It  was  covered  with  a fibrinous 
membrane,  which  when  removed  left  a raw  surface.  The  throat 
looked  red  and  inflamed,  but  presented  no  membrane.  Cultures 
from  the  membrane  showed  the  bacillus  of ' diphtheria.  On  the 
16th  day  he  was  given  600  units  of  antitoxine.  The  membrane 
cleared  off  within  a few  days,  and  the  condition  did  not  seem  to 
influence  the  typhoid  fever  in  any  way.  No  diphtheria  bacilli 
were  found  in  the  mouth  or  the  throat. 

(3) .  Glossitis. 

W.  A.  (Article  by  Dr.  McCrae.) 

(4) .  Hcematemesis. 

F.  R.  IT.,  male,  aged  22  (ITosp.  No.  14,933),  admitted  Jan.  9, 
1896.  Vomiting  of  blood  on  20th  and  21st  days.  (Case  reported 
in  Dr.  Mitchell’s  paper,  Lesions  of  the  (Esophagus,  page  301.) 

(5) .  Enlarged  Liver. 

John  S.,  aged  32  (ITosp.  No.  16,635),  admitted  July  11,  1896, 
on  the  14th  day  of  illness.  Marked  diarrhoea;  pasty  thick  tongue; 
temperature  103°.  On  admission  there  was  moderate  enlargement 
of  the  liver  with  marked  pain  over  it  on  pressure;  no  jaundice. 
Tie  improved  rapidly  and  the  pain  disappeared. 

Other  complications  are  given  in  separate  articles. 

Circulatory  System. 

(a).  Phlebitis. 

There  were  16  cases  of  phlebitis  of  the  veins  of  the  leg  in  the 
829  cases,  a percentage  of  1.9.  Of  these  only  2 occurred  on  the 
right  side,  in  both  in  the  popliteal  vein.  Of  the  16  cases  of  plde- 
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bitis  7 occurred  in  the  femoral  vein,  4 in  the  popliteal,  4 in  the  long 
saphenous,  and  1 in  a superficial  varicose  vein  of  the  left  thigh. 
The  following  are  the  cases  occurring  in  the  third  series: 

W.  F.  F.,  aged  26  (Hosp.  No.  13,813),  admitted  Sept.  9,  1895. 
Severe  attack.  On  the  21st  day  of  illness  a thrombosis  of  left 
femoral  vein  and  of  left  saphenous  vein.  With  the  phlebitis  much 
swelling  and  pain  in  the  calf  and  on  the  inner  side  of  the  thigh 
and  in  the  groin.  On  the  7th  day  after  the  thrombosis  the  patient 
had  a chill  lasting  twenty  minutes,  followed  by  profuse  sweating. 
In  the  fifth  week  after  the  thrombosis  the  swelling  had  all  gone 
from  the  leg. 

Henry  V.,  aged  32  (IIosp.  No.  16,733),  admitted  July  25,  1896. 
Severe  and  protracted  attack.  On  the  34th  day  of  illness  swelling 
of  the  left  leg;  thrombosis  of  internal  saphenous  vein.  On  the  43d 
day  the  swelling  had  lessened,  but  there  was  a good  deal  of  pain. 
On  the  following  day  he  had  a chill  of  ten  minutes’  duration. 
When  I returned  I noted,  on  Sept.  7,  that  the  man  had  very  little 
power  in  the  left  leg.  The  color  was  good,  but  there  was  tender- 
ness with  a great  deal  of  swelling  in  the  upper  part  of  the  thigh, 
and  still  very  much  tenderness  in  the  region  of  the  femoral  vein. 
On  Sept.  12  and  18  there  was  again  noted  the  same  condition  of 
swelling  of  the  leg,  particularly  of  the  thigh.  It  was  not  until 
October  15  that  the  patient  was  able  to  walk  a little.  The  leg  was 
bandaged  and  carefully  massaged. 

Henry  T.  H.,  aged  28  (Hosp.  No.  17,936),  admitted  Nov.  22, 
1896.  Severe  case.  On  the  35th  day  of  illness  acute  pain  in 
the  left  leg  along  the  course  of  the  femoral  vessels.  On  the  36th 
day  pain  in  the  right  leg  along  the  course  of  the  femoral  vessels. 
On  the  37th  day  the  left  leg  to  the  knee  was  swollen;  much  pain 
along  the  course  of  the  saphenous  vein.  The  oedema  of  the  leg 
persisted,  and  on  discharge  the  circumference  of  the  left  calf  was 
2 or  3 cm.  larger  than  the  right. 

Chas.  IT.,  aged  47  (Hosp.  No.  17,319),  admitted  Sept.  17,  ]S96. 
Phlebitis  of  popliteal  vein;  pain  in  right  leg  behind  the  knee,  which 
persisted  until  discharge. 

Peter  Z.,  aged  22  (Hosp.  No.  18,156),  admitted  Dec.  19,  1896. 
On  the  34th  day  pain  in  the  left  calf  with  swelling  of  the  leg  as 


4G0 


William,  Osier. 


high  as  the  knee.  The  superficial  veins  of  the  leg  were  sclerotic. 
By  the  3Gth  day  the  pain  was  gone,  but  the  leg  was  cold  and  swol- 
len. Femoral  vein  not  felt.  Patient  flinched  much  on  pressure 
on  the  calf  and  in  the  popliteal  space.  Left  calf  28.8  cm.;  right 
calf  26  cm.  An  interesting  point  in  this  case  was  that  the  patient 
complained  so  much  of  subjective  sensations  of  cold  in  the  leg. 
There  was  no  leucocytosis  following  the  thrombosis,  5000  per  cm. 

Sarah  A.  L.,  aged  55  (IIosp.  No.  19,310),  admitted  April  29, 
1S97.  Very  stout  woman;  attack  of  moderate  severity.  On  the 
14th  day  a thrombus  was  noted  in  a large  varicose  vein  of  the  left 
thigh.  It  caused  no  swelling  and  no  pain. 

Jos.  S.,  aged  21  (ILosp.  No.  20,563),  admitted  Sept.  9,  1897, 
on  the  7th  day;  36  tubs.  On  the  20th  day  onset  of  6udden  pain 
in  the  left  iliac  fossa  while  at  stool.  Swelling  of  the  leg  began 
tln’ee  hours  later,  much  pain  and  tenderness  on  pressure  in  the 
inguinal  region.  Pulsation  of  femoral  artery  hard  to  feel;  cord- 
like swelling  in  the  vein.  The  leg  remained  swollen;  right  calf 
26.5  cm.;  left  calf  33.5  cm.  On  the  33d  day  the  inguinal  glands 
were  swollen.  Patient  recovered. 

Jas.  C.,  aged  36  (ITosp.  No.  22,399),  admitted  March  24,  1898. 
On  admission  in  the  8th  week,  during  what  was  probably  a relapse, 
there  was  phlebitis  of  the  right  popliteal  vein  with  swelling  of  the 
leg,  which  persisted. 

Maggie  P.,  aged  15  (Hosp.  No.  23,702),  admitted  Aug.  8,  1898. 
On  Sept.  3,  the  33d  day  of  illness,  at  the  height  of  the  first  relapse, 
the  patient  complained  of  pain  in  the  left  leg  in  the  popliteal 
space,  which  was  tender  to  touch.  There  was  no  swelling  in  the 
femoral  region.  The  left  leg  became  swollen  and  painful,  particu- 
larly in  the  popliteal  region.  A good  deal  of  fullness  persisted. 
The  patient  had  perforation  and  was  operated  upon.  With  the 
onset  of  the  abdominal  symptoms  the  right  calf  was  painful  and 
tender,  and  after  the  operation  the  foot  became  swollen. 

John  S.  G.,  aged  22  (Hosp.  No.  25,111),  admitted  Dec.  29,  1S98. 
Severe  attack.  On  the  18th  day  phlebitis  of  femoral  vein;  swel- 
ling of  left  leg;  much  pain.  On  25th,  26tli,  28th  and  36th  days 
chills  followed  by  profuse  sweats. 
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(b).  Pericarditis. 

Jacob  D.  H.,  aged  20  (Hosp.  No.  24,135),  admitted  Sept.  20, 

1895.  The  patient  had  pronounced  nervous  symptoms,  much  de- 
lirium, general  tremor,  and  the  condition  was  very  grave.  He  had 
during  the  first  three  days  repeated  cold  packs.  Even  as  late  as  the 
29th  day  his  temperature  rose  to  105. 6°.  His  heart-sounds  had 
been  clear;  the  pulse  had  ranged  from  112  to  120.  On  Oct.  5,  the 
29th  day,  Dr.  Futcher  noted  in  the  second  and  third  right  inter- 
spaces at  the  sternal  margin  that  there  was  a leathery  friction  rub. 
Outside  of  the  point  of  maximum  impulse  in  fifth  interspace  there 
was  a to-and-fro  superficial  friction  rub.  At  10  P.  M.  in  the  even- 
ing the  temperature  rose  to  105.6°;  pulse  138.  Pericardial  fric- 
tion rub  was  well  marked.  There  was  no  effusion.  The  tempera- 
ture on  Oct.  6 and  7 did  not  rise  above  102.5°.  By  the  8th  the 
pericardial  friction  had  disappeared.  The  patient  made  a good 
recovery. 

Respiratory  System. 

(a).  Pleurisy. 

In  the  series  are  illustrated  very  well  the  various  forms  of 
pleurisy  met  with  in  connection  with  the  disease.  By  far  the  most 
common. 

(1)  Simple  fibrinous  pleurisy.  The  patient  has  a friction  rub 
at  one  side,  or  at  the  base,  but  no  effusion  follows.  The  follow- 
ing are  illustrative  cases: 

Mary  C.  (Hosp.  No.  13,524).  On  the  22d  of  August,  15  days 
after  admission,  just  as  the  fever  was  falling  in  a moderately  severe 
attack,  complained  of  great  pain  in  the  lower  part  of  the  left  axilla, 
and  on  auscultation  there  was  heard  a superficial  leathery  friction, 
with  numerous  coarse  moist  and  dry  rales. 

J.  K,  aged  36,  male  (Hosp.  No.  14,444),  admitted  Nov.  9,  1895. 
On  the  48th  day  a pleuritic  friction  developed  at  the  right  base; 
no  exudate;  persisted  for  five  days. 

Michael  M.,  aged  50  (Hosp.  No.  16,794),  admitted  July  28, 

1896.  On  the  20th  day  of  illness  a pleural  friction  developed  over 
both  lower  bases;  no  pain;  no  effusion  followed.  Patient  recovered. 
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Peter  Z.,  aged  22  (IIosp.  Xo.  18,150),  admitted  Dec.  1.9,  1890. 
On  the  1 2 tli  day  a friction  rub  at  the  left  base  with  slightly  tubular 
breathing,  and  on  the  19th  the  sputum  was  a little  rusty.  Recovery. 

Wm.  G.,  aged  08  (IIosp.  Xo.  21,058),  admitted  Oct.  28,  1897. 
On  admission,  14th  day,  friction  rub  in  the  right  axilla,  tubular 
breathing,  rales  at  the  left  base,  slight  cyanosis.  Xo  tubs.  Death 
three  days  later. 

Wm.  X.,  aged  18  (IIosp.  Xo.  23,970),  admitted  Sept.  3,  1898. 
On  the  31st  day  of  illness  patient  bad  a friction  rub  in  the  right 
axillary  region. 

John  W.,  aged  25  (IIosp.  Xo.  25,133),  admitted  Dec.  31,  1898. 
On  the  11th  day  a friction  rub  on  the  right  side;  on  the  15th  day 
friction  gone. 

In  addition  the  following  cases  during  the  course  developed  slight 
pleurisy,  as  indicated  by  a positive  friction  rub:  IIosp.  Xos.  16,532, 
17,319,  17,554,  17,758,  20,655,  24,062,  24,944,  23,208,  25,679. 

(2) .  The  form  of  typhoid  fever  which  sets  in  with  acute  pleurisy, 
the  so-called  pleuro-typhoid  of  the  French.  Of  this  Xo.  8226, 
given  at  page  307  of  Studies  II,  is  a good  example. 

(3) .  Simple  pleurisy  with  effusion,  occurring  in  the  course  of 
the  disease,  not  infrequently  latent,  of  which  a very  characteristic 
example  is  given  at  page  310  of  Studies  II. 

(4) .  The  typhoid  empyema,  of  which  the  following  is  the  only 
case  which  has  occurred  in  the  series,  and  is  particularly  interesting 
from  the  fact  that  the  typhoid  bacillus  was  isolated  from  the  pus 
in  pure  cultures. 

Jos.  G.,  aged  33  (Hosp.  Xo.  25,249),  admitted  Jan.  12,  1S99. 
Entered  hospital  for  hysterical  bradapnoea.  Fifteen  days  later  de- 
veloped typhoid  fever.  He  had  a severe  attack;  temperature  range 
up  to  105.2°.  Much  albumin  and  typhoid  bacilli  in  urine.  Fifty- 
tliree  tubs.  As  early  as  the  20th  day  there  had  been  a friction 
rub,  which  had  disappeared.  Patient  was  convalescent  and  doing 
well.  On  the  50th  day  he  had  a chill,  rise  of  temperature  to 
105.2°,  with  impaired  resonance  at  the  right  base.  Slight  fever 
persisted.  On  the  25th  day  he  had  much  pain  in  the  splenic 
region,  probably  a diaphragmatic  pleurisy.  On  the  70th  day 
opaque  fluid  was  drawn  off  from  the  left  chest.  On  the  77tli  day 
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lie  was  aspirated  again.  On  the  79th  day  nearly  800  cc.  of  puru- 
lent fluid  were  drawn;  pure  cultures  of  the  bacillus  typhosus  ob- 
tained from  it.  On  the  81st  day  the  eighth  rib  was  resected  and 
the  side  thoroughly  drained.  The  patient  recovered. 

( b ).  Pneumonia. 

One  may  divide  pneumonia  in  typhoid  fever  into  two  groups, 
according  to  its  appearance  with  the  onset,  during  the  course,  or 
towards  the  termination  of  the  disease. 

Pneumonia  at  Onset. — The  interesting  feature  of  this  form,  the 
so-called  pneumo-typhoid  of  the  French,  is  that  the  cases  may  pre- 
sent all  the  characteristics  of  ordinary  croupous  pneumonia,  no 
other  diagnosis  may  be  reached,  and  it  may  not  be  corrected  until 
autopsy.  In  Studies  I,  page  29,  the  history  is  given  of  a remark- 
able case  of  this  character,  in  which  clinically  we  had  no  suspicion 
that  there  was  any  other  disease  than  pneumonia,  but  the  autopsy 
showed  characteristic  typhoid  fever.  The  following  case  is  very 
similar,  occurring  in  a man  aged  G8,  who  died  within  the  first 
forty-eight  hours  without  any  suspicion  having  been  entertained 
that  he  had  typhoid  fever. 

W m.  G.,  aged  68,  admitted  Oct.  28,  1897,  complaining  of  short- 
ness of  breath,  weakness  and  pain  in  the  back.  There  was  nothing 
of  any  moment  in  his  family  history.  He  had  never  had  typhoid 
fever,  pneumonia  or  malarial  fever.  He  had  not  had  syphilis;  had 
been  a moderate  drinker.  For  two  months  past  the  patient  had  not 
been  in  very  good  condition.  He  had  loss  of  appetite,  and  his 
son  thought  he  had  lost  in  weight.  Two  weeks  ago  he  began  to 
have  pains  in  the  back,  had  indigestion,  became  very  thirsty  and 
was  short  of  breath.  He  kept  up  and  about,  however,  but  on  Tues- 
day, the  26th,  while  undressing  to  go  to  bed  he  fell  over.  His  son 
did  not  notice  anything  particular,  except  that  he  seemed  rather 
prostrated  and  weak,  and  on  the  following  day  he  did  not  feel  able 
to  get  out  of  bed.  He  had  not  noticed  any  cough.  On  the  follow- 
ing day,  the  27th,  the  son  said  it  ivas  evident  that  his  father  was 
very  ill,  and  he  then  sent  for  a physician. 

The  patient  himself  could  give  no  history,  and  it  was  evident 
that  the  son  knew  very  little  about  him  further  than  the  fact  that 
he  had  been  complaining  very  much  for  two  weeks. 
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On  admission  at  4 P.  M.  on  the  afternoon  of  the  28th,  the  tem- 
perature was  97°  and  rose  to  nearly  104°  at  8 P.  M.  After  putting 
the  patient  to  bed  he  seemed  to  be  suffering  a great  deal  of  pain 
and  groaned  with  each  inspiration.  The  breathing  was  44  to  the 
minute.  The  patient  was  very  dull  and  listless,  and  no  satisfactory 
answers  to  questions  could  be  obtained.  He  did  not  seem  to  under- 
stand them  fully.  The  pupils  were  equal,  reacted  to  light  and  on 
accommodation;  lips  and  mucous  membrane  were  of  good  color. 
The  tongue  was  dry  and  coated  with  a heavy  black  fur.  The  pulse 
was  large  in  volume,  of  low  tension,  and  rapid,  128.  There  were 
no  rose-spots. 

In  the  chest  the  right  front  was  somewhat  hyperresonant,  a lit- 
tle defective  in  the  upper  part  of  the  axilla,  and  there  was  a fric- 
tion in  the  lower  axilla  and  over  the  right  back.  On  the  29th  Dr. 
Thayer  noted  that  the  respirations  were  rather  shallow,  40  to  the 
minute,  and  there  was  an  expiratory  grunt,  with  slight  cyanosis; 
right  cheek  a little  flushed.  There  was  lack  of  mobility  on  the 
right  side,  and  from  the  fourth  interspace  the  respiratory  murmur 
was  distant  and  slightly  tubular  in  quality.  The  leucocytes  were 
15,500.  There  was  no  expectoration.  On  the  29th  the  patient 
was  very  dull,  rested  chiefly  on  his  left  side,  the  breathing  was 
laborious,  he  was  quite  cyanotic,  and  there  was  a distinct  expiratory 
grunt.  There  was  tubular  breathing  in  the  lower  part  of  the  right 
lung,  with  small  and  medium  sized  rales.  He  sank  and  died  at 
10  A.  M.  on  the  30th,  within  forty-eight  hours  of  his  admission. 

The  autopsy  showed  the  lesions  of  typhoid  fever.  An  interest- 
ing point  is  that  this  patient,  had  the  autopsy  not  been  performed, 
would  not  have  gone  in  our  list  as  typhoid  fever,  but.  as  one  of 
pneumonia. 

In  the  following  case  for  nearly  eleven  days  the  symptoms  were 
chiefly  pulmonary,  and  we  did  not  recognize  the  case  as  one  of 
typhoid  fever. 

Eleanor  W.  W.,  aged  26  (Hosp.  Ho.  24,692),  admitted  to 
Ward  C Hov.  11,  1898,  complaining  of  cough,  headache  and  pain 
in  the  back. 

Her  mother  had  died  of  typhoid  fever,  and  one  sister  of  tuber- 
culosis. 

As  a rule  she  had  been  well,  and  had  led  a fairly  active  life. 
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For  six  months  she  had  been  a student  in  the  training  school  of  the 
Hospital.  She  had  been  on  duty  in  Ward  G for  about  ten  days, 
nursing  medical  cases,  and  for  the  first  few  days  typhoid  patients. 
On  Nov.  3 she  had  a cold  in  the  head,  with  some  sneezing.  On 
the  following  day  she  had  a slight  sore  throat  and  swelling  of  the 
glands  of  the  neck.  On  Nov.  7 she  had  headache  of  great  severity. 
On  the  8th  she  felt  better  in  the  morning  and  kept  at  work,  though 
the  headache  returned  at  noon.  On  the  9th  she  had  severe  diar- 
rhoea, ten  movements  before  noon;  headache  also  quite  severe.  She 
went  to  bed  at  1 P.  M. 

She  was  seen  first  by  Dr.  McCrae  on  the  evening  of  the  10th, 
when  she  had  a temperatux-e  of  103°,  and  the  tongue  was  coated. 
The  spleen  was  just  palpable,  and  he  thought  there  were  one  or 
two  suspicious  spots.  Oix  the  following  day  she  was  admitted  to 
Wai’d  C.  The  temperature  was  100°.  The  lungs  were  clear  on 
percussion.  On  auscultation  there  were  no  rales.  On  the  12th 
feeble  breathing  was  noticed  at  the  xdght  axilla  and  right  back,  but 
no  change  in  percussion  note,  and  no  rales.  The  temperature  on 
the  12th  was  not  above  102.5°;  respirations  not  increased.  There 
was  no  leucocytosis.  On  the  14th  the  spleen  was  just  palpable, 
and  there  was  a slight  friction  rub  at  the  angle  of  the  right  scapula, 
with  a few  fine  rales.  The  breath-sounds  were  enfeebled,  and 
impaired  x’esonance  in  the  light  infra-scapular  region.  She  had  a 
good  deal  of  cough  and  muco-pumlent  expectoration,  which  con- 
tained diplococci  but  no  tubercle  bacilli. 

From  the  13th  to  the  21st  the  temperature  was  low,  not  above 
101°,  and  frequently  below  99°.  There  were  no  rose-spots;  the 
spleen  could  just  be  felt.  The  features  seemed  entirely  pulmon- 
ary. There  was  impaired  resonance  in  the  right  infra-scapular 
region,  with  numerous  medium  and  coarse  moist  x'ales.  Expiration 
was  prolonged  and  had  a tubular  quality.  The  left  lower  lobe  was 
also  involved  by  the  21st.  Vocal  fremitus  was  felt,  and  there  was 
flatness  and  tubular  breathing.  As  she  had  been  a rather  delicate 
girl,  and  her  sister  bad  died  of  tuberculosis,  we  were  naturally 
apprehensive.  There  were  no  bacilli  in  the  sputuxn.  She  had  at 
times  a great  deal  of  cough.  The  leucocytes  on  tbe  22d  were 
10,200.  Though  at  first  when  she  entered  the  ward  we  had  sxxs- 
pected  typhoid  fever  from  the  histoxy  and  tbe  enlarged  spleen,  and 
as  she  had  at  first  a couple  of  suspicious  looking  spots,  the  sxxbse- 


4GG 


William  Osier. 


quent  course  seemed  rather  against  this  view,  particularly  the  low 
temperature.  Then  in  the  two  following  weeks  the  picture  changed 
entirely.  She  had  a continuously  high  temperature,  ranging  con- 
stantly between  102°  and  104°,  palpable  spleen  and  numerous 
typical  rose-spots.  The  impaired  resonance  with  tubular  breathing 
persisted  at  the  bases,  but  gradually  cleared,  first  at  the  left  back. 
She  improved  slowly,  and  the  temperature  became  normal  first  on 
Dec.  12. 

■ There  are  three  interesting  points  about  the  diagnosis  in  this  case. 
There  was  no  leucocytosis  at  first.  On  the  13th  there  were  7600 
white  corpuscles;  then  on  Nov.  22,  23  and  24  they  increased  to 
22,000.  On  Nov.  28  there  were  12,500.  She  bad  no  diazo  reac- 
tion throughout.  The  Widal  reaction  was  taken  repeatedly  and 
it  was  not  until  Nov.  24  that  it  could  be  said  to  be  fairly  positive. 
Then  on  the  26th  a crop  of  rose-spots  and  the  general  features 
clinched  the  diagnosis.  On  Dec.  3 and  subsequently  the  Widal 
reaction  was  quite  positive. 

Pneumonia  During  the  Course. — This  forms  a frequent  and  very 
serious  complication  of  the  disease,  of  which  there  were  15  cases  in 
the  829.  The  following  is  a list  in  the  third  series  of  cases: 

Henry  J.,  aged  21  (IIosp.  No.  23,965),  admitted  Sept.  3,  1898. 
Pneumonia  of  right  lower  lobe. 

W.  F.  F.,  aged  26  (IIosp.  No.  13,813),  admitted  Sept.  9,  1895. 
Very  severe  attack.  Pneumonia  of  the  right  lower  lobe. 

G.  E.  J.,  aged  39  (IIosp.  No.  14,000),  admitted  Sept.  25,  1895. 
Case  of  great  severity;  temperature  range  105.8°.  On  admission 
impaired  resonance  and  feeble  respiratory  sounds  at  both  bases 
behind.  On  the  9th  day  of  disease  respiration  much  hurried, 
marked  expiratory  grunt,  high-pitched  tubular  breathing  over  the 
right  lower  lobe;  respirations  60.  Death  on  the  10th  day  of 
disease. 

A.  U.,  aged  32  (IIosp.  No.  14,188),  male,  admitted  Oct.  14, 
1895.  In  the  3d  week  of  disease  dulness  and  tubular  breathing 
at  the  right  base,  with  diminished  fremitus,  medium  fine  rales  and 
bloodly  sputum.  Cleared  four  days  later;  recovery. 

- Wm.  T.,  aged  40  (IIosp.  No.  15,015),  admitted  Jan.  17,  1896. 
Very  severe  case.  On  the  12th  day  of  illness  impaired  resonance, 
feeble  breath  sounds  at  left  lower  lobe.  Death  on  15th  day. 
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P.  L.,  aged  36,  female  (Hosp.  No.  16,927),  admitted  Aug.  8, 
1896.  Flatness,  increased  fremitus  at  the  right  apex  behind, 
cough,  rusty  tenacious  sputum.  Death  on  the  26th  day. 

G.  R.  C.,  male,  aged  28  (Hosp.  No.  17,554),  admitted  Oct.  11, 
1896.  On  the  31st  day  pneumonia  of  the  left  lower  lobe  developed. 

Patrick  D.,  aged  32  (Hosp.  No.  17,952),  admitted  Nov.  25,  1896, 
on  the  4th  day  of  illness.  On  the  9th  day  flatness  at  the  right 
base,  tubular  breathing,  no  cough,  no  expectoration,  friction  rub. 
On  the  16th  an  exploratory  needle  inserted;  no  pus.  Diplococcus 
lanceolatus  cultivated  from  the  blood  drawn  at  point  of  needle. 
Recovery. 

Vm.  R.,  aged  40  (Hosp.  No.  19,914),  admitted  July  5,  1897. 
Two  days  before  death  friction  on  the  right  side,  impaired  resonance 
at  right  base  with  feeble  respiration.  Death  on  29th  day. 

Renal  System. 

Urine. 

Albumin  was  present  in  616  of  the  829  cases,  74  per  cent. 

Tube  casts  were  present  in  391  of  the  829  cases,  47  per  cent. 
Diazo  reaction  was  present  in  543  out  of  796  of  the  cases,  68  per 
cent.  The  test  was  not  made  in  the  first  33  cases  treated  in  hos- 
pital. 

Acute  Nephritis. 

Although  albuminuria  is  so  common  in  typhoid  fever,  accom- 
panied also  by  tube  casts,  it  rarely  is  a serious  condition,  and  indi- 
cates only  the  mildest  possible  grade  of  disturbance  in  the  function 
of  the  kidney.  In  a more  aggravated  condition  where  the  albu- 
men is  in  larger  amount,  hyaline  and  granular  casts  and  red-blood 
corpuscles  are  abundant,  we  have  to  consider  it  an  acute  nephritis. 
There  are  two  interesting  features  of  the  typhoid  nephritis.  There 
is  rarely  dropsy,  and  it  clears  up  as  a rule  completely.  We  have 
had  no  instance  in  the  series,  nor  do  I remember  in  my  experience 
a single  case,  in  which  a chronic  nephritis  followed  the  acute 
attack.  The  following  are  some  inteiesting  cases  of  acute  nephritis 
occurring  in  the  third  series.1 


•Additional  cases  of  acute  nephritis  are  Nos.  14,000,  23,028,  25,249.  Other 
features  of  great  interest  in  connection  with  the  urine  will  be  found  in  Dr. 
Gwyn’s  paper  in  this  volume. 
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Mr.  P.,  a student  (llosp.  Ho.  12,560),  was  admitted  April  22, 
1865,  having  had  headache,  loss  of  appetite  and  nosebleed  for 
several  days.  On  admission  his  temperature  was  103.5°.  He 
looked  ill,  and  in  a couple  of  days  characteristic  rose-spots  devel- 
oped. The  spleen  was  not  palpable.  The  urine  of  the  first  24 
hours  had  a specific  gravity  of  1008,  contained  a comparatively 
large  amount  of  albumin  and  hyaline  and  granular  casts.  The 
temperature  for  the  first  week  kept  between  102.5°  and  104'. 
He  was  very  dull  and  heavy.  The  amount  of  urine  ranged  from 
800  to  2000  cc.  daily.  It  was  always  a little  cloudy,  contained  a 
comparatively  large  amount  of  albumin,  and  microscopically  red- 
blood  corpuscles  with  hyaline  and  granular  casts  and  leucocytes. 
The  casts  were  very  numerous.  Ho  blood  casts  were  seen.  There 
was  a heavy  brownish-red  sediment  in  the  urine  until  Hay  8. 
There  was  no  drowsiness.  He  had  neither  nausea  nor  vomiting. 
The  temperature  fell  very  slowly  and  reached  66°  about  the  21st 
day.  It  remained  between  98.5°  and  100°  until  the  32d  day. 
He  recovered  without  any  bad  symptoms.  On  his  discharge  the 
urine  still  contained  a trace  of  albumin  and  a few  hyaline  and 
granular  tube  casts. 

The  case  is  interesting  from  the  severity  of  the  renal  symptoms, 
the  absence  of  dropsy  or  of  any  serious  general  symptoms  and  the 
favorable  course. 

Patrick  B.,  aged  21  (Hosp.  Ho.  16,736),  admitted  July  21,  1896. 
He  had  been  ill  three  weeks,  and  when  admitted  he  was  in  a typical 
condition  of  typhoid  fever.  He  had  57  baths,  the  last  on  the  50th 
day  of  fever.  Very  protracted  attack.  From  the  76th  to  the 
80th  days,  chills  followed  by  fever.  From  the  71st  to  the  83d  days 
he  had  albumin  in  large  amount  in  the  urine  with  hyaline,  granular 
and  fatty  casts,  and  epithelium  and  pus,  and  some  red-blood  corpus- 
cles. There  was  no  dropsy.  On  discharge  the  patient  had  still  a 
very  small  amount  of  albumin  in  the  urine,  with  many  hyaline  and 
epithelial  casts. 

P.  L.,  female,  aged  36  (Hosp.  Ho.  16,927),  admitted  Aug.  S, 
1896.  Very  severe  attack;  temperature  range  from  102°  to  107°; 
much  delirium.  She  had  a large  amount  of  albumin  in  the  urine 
with  blood  cells  and  hyaline  and  granular  casts. 

Ella  B.,  aged  29  (Hosp.  Ho.  16,987),  admitted  Aug.  12,  1S96, 
at  the  end  of  the  second  week.  Severe  attack;  temperature  range 
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to  105.4°.  She  had  13  baths.  On  admission  she  had  a large 
amount  of  albumin  in  the  urine;  specific  gravity  1017;  there  were 
many  epithelial  and  granular  casts  and  red-blood  corpuscles.  This 
condition  persisted  throughout  the  third  week.  The  fever  lasted 
for  just  22  days.  She  convalesced  rapidly.  On  the  31st  day,  be- 
fore she  went  out,  she  still  had  a trace  of  albumin  in  the  urine. 

T.  J.  S.,  male,  aged  39  (Hosp.  No.  24,221),  admitted  Sept.  28, 

1898,  on  the  5th  day  of  illness.  He  had  a well  marked  trace  of 
albumin,  numerous  hyaline  and  granular  casts  on  admission,  and 
for  the  first  week. 

B.  M.,  aged  31  (Hosp.  No.  24,402),  admitted  Oct.  14,  1898. 
Severe  attack;  temperature  up  to  105°;  24  tubs.  The  temperature 
fell  to  normal  on  the  25th  day.  On  the  morning  after  admission 
there  was  an  abundance  of  albumin  in  the  urine,  filling  half  the 
urine  in  the  test-tube.  There  were  hyaline  and  epithelial  casts 
and  abundant  red-blood  cells.  On  the  17th  of  Oct.  the  condition 
was  about  the  same,  an  abundance  of  albumin  and  many  coarse  and 
granular  casts.  On  the  20th  and  25th  and  27th  the  amount  of 
albumin  was  smaller,  numerous  hyaline,  granular  and  blood  casts. 
On  the  28th  only  a slight  trace  of  albumin  and  a few  casts,  a good 
many  red-blood  corpuscles.  A trace  of  albumin  persisted,  and  the 
finely  granular  and  hyaline  casts.  A point  of  interest  is  that  this 
Avoman  during  the  entire  time  had  no  features  indicative  of  any 
special  renal  trouble.  The  specific  gravity  always  ranged  from 
1015  to  1024. 

Orchitis. 

One  of  the  rarest  complications  of  typhoid  fever  is  orchitis,  of 
which  only  2 cases  occurred  in  the  series  of  829  cases.  Eshner  1 
has  collected  42  cases,  a large  majority  of  which,  29  cases, 
occurred  during  convalescence. 

Wm.  F.  D.,  aged  27  (Hosp.  No.  23,960),  admitted  Sept.  3,  1898. 
On  the  41st  day  swelling  of  the  epididymis  and  testes.  No  ure- 
thral discharge.  Good  deal  of  swelling  and  pain,  which  gradually 
subsided,  but  still  slight  swelling  as  late  as  the  51st  day. 

Chas.  H.  B.,  aged  24  (Hosp.  No.  26^296),  admitted  April  25, 

1899,  on  the  5th  day  of  a mild  attack,  Avith  very  slight  diarrhoea, 

1 Philadelphia  Medical  Journal,  1888,  I. 
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pulse  not  above  100,  highest  temperature  range  105°.  On  admis- 
sion he  had  parotitis  involving  both  of  the  parotid  glands;  the  sub- 
maxillary glands  were  also  enlarged.  Subsequently  he  had  double 
epididymitis  and  orchitis.  Slight  chill  and  headache.  The  swel- 
ling both  of  the  parotids  and  of  the  testicles  subsided  rapidly.  He 
made  a quick  recovery  and  was  discharged  on  May  9. 

Cutaneous  System. 

Herpes. 

The  statement  is  usually  made  that  herpes  is  very  rare  in  typhoid 
fever,  but  it  was  noted  in  29  of  the  829  cases,  and  probably  occurred 
in  a great  many  more.  So  frequent  is  herpes  in  malarial  fever 
that  its  presence  is  often  an  important  diagnostic  suggestion. 

Hyla  M.,  aged  16  (ITosp.  Ho.  14,071),  admitted  Oct.  2,  1895. 
On  15th  day  herpes  on  lower  lip;  later  two  herpetic  patches,  one  on 
upper  and  one  on  lower  lip,  appeared. 

Willie  IT.,  aged  6 (ITosp.  Ho.  14,217),  admitted  Oct.  16,  1895. 
Herpes  at  angle  of  mouth  during  the  first  week.  Blood  negative 
for  malarial  organisms. 

Mary  G-.,  aged  15  (ITosp.  Ho.  16,967),  admitted  Aug.  11,  1896. 
Outbreak  of  herpes  on  lips  on  31st  day. 

Lena  K.  (Hosp.  Ho.  17,277),  admitted  Sept.  12,  1S96.  On  the 
5th  day  herpes  developed  on  the  lower  lip. 

Mina  F.  H.,  aged  33  (Hosp.  Ho.  17,239),  admitted  Sept.  9,  1896. 
On  the  10th  day  of  the  disease  herpes  appeared  on  the  lower  lip. 

Michael  M.,  aged  50  (Hosp.  Ho.  16,794),  admitted  July  28, 
1896.  On  the  23rd  day  there  was  an  outbreak  of  herpes  on  the 
upper  lip.  Blood  negative  for  malarial  organisms. 

Maggie  L.,  aged  27  (Hosp.  Ho.  16,850),  admitted  Aug.  1,  1896. 
On  the  4th  day  of  illness  herpes  developed  on  both  lips.  Blood 
negative  for  malarial  organisms. 

Katie  W.,  aged  30  (Hosp.  Ho.  17,367),  admitted  Sept.  22, 
1896.  On  admission  herpes  on  both  lips.  Blood  negative  for 
malarial  organisms. 

John  K.,  aged  39  (Hosp.  Ho.  17,393),  admitted  Sept.  25,  1896. 
Herpes  on  admission.  Blood  negative  for  malarial  organisms.  • 
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Agnes  H.,  aged  25  (Hosp.  Ho.  19,940),  admitted  July  7,  1897. 
Herpes  on  lips  on  admission. 

Frieda  IT.,  aged  26  (Hosp.  Ho.  20,446),  admitted  Aug.  27, 
1897.  On  the  15th  day  of  disease  herpes  on  lips. 

Ellen  K.,  aged  6 (Hosp.  Ho.  21,744),  admitted  Jan.  15,  1898. 
Herpes  on  lips  on  admission. 

Kate  K.,  aged  16  (Hosp.  Ho.  17,446),  admitted  Sept.  30,  1896. 
On  admission  herpes  on  lower  lip.  Blood  negative  for  malarial 
parasites. 

Ham.  S.,  aged  22  (Hosp.  Ho.  20,551),  admitted  Sept.  8,  1897. 
Herpes  on  lips  on  admission.  Blood  negative. 

Mary  J\r.,  aged  11  (Hosp.  Ho.  20,773),  admitted  Sept.  29,  1897. 
On  the  23d  day  herpes  on  the  nose. 

Maggie  M.,  aged  25  (Hosp.  Ho.  21,349),  admitted  Hov.  28, 

1897.  Herpes  on  lips. 

Jeannette  J.,  aged  15  (Hosp.  Ho.  24,048),  admitted  Sept.  11, 

1898.  Herpes  on  admission. 

Hellie  F.  M.,  aged  21  (Hosp.  Ho.  24,689),  admitted  Hov.  10, 
1898.  Herpes  on  admission.  Blood  negative  for  malarial  or- 
ganisms. 

Erythema. 

Erythema  Typhosus. 

In  the  following  cases  of  this  series  there  was  a bright  erythe- 
matous redness  of  the  skin  of  the  trunk,  followed  usually  by 
desquamation. 

Charles  L.,  aged  19  (IIosp.  Ho.  17,969),  admitted  Hov.  27,  1896. 
Erythematous  rash  over  the  back  on  the  47th  day,  lasting  for  six 
days.  The  temperature  had  been  normal  for  some  time. 

Vm.  J.,  aged  17  (Hosp.  Ho.  20,199),  admitted  Aug.  4,  1897. 
At  the  onset  of  a relapse  the  patient  had  a universal  erythema, 
which  lasted  for  a couple  of  days,  and  was  followed  on  Sept.  14  by 
a desquamation  of  the  skin,  which  in  places  peeled  off  in  large 
flakes. 

F.  E.,  aged  30  (IIosp.  Ho.  13,974).  Marked  erythema  of  face 
and  upper  thorax  on  10th  day. 


472 


Williavi  Osier. 


E.  B.,  aged  24  (Hosp.  No.  23,914).  Erythema  on  the  19th 
day;  a diffuse  erythematous  blush  over  whole  abdomen  and  back; 
desquamation  followed  it. 

G.  E.  N.,  aged  28  (Hosp.  No.  24,311).  On  the  22d  day  diffuse 
erythema  of  trunk. 

Erythema  Exudativum. 

Tlios.  0.,  aged  32  (Hosp.  No.  17,174),  admitted  Sept.  1,  1S9G. 
On  the  9th  day  the  patient  had  a general  erythema  which  persisted 
until  the  16th  day.  The  temperature  was  high;  frequent  tubs. 
The  notes  are  as  follows:  On  Sept.  5,  the  12th  day  of  the  disease, 

after  the  patient  had  had  18  tubs,  he  was  noted  to  have  a very 
intense  erythema  over  the  trunk.  It  was  at  first  thought  to  be 
a persistence  of  the  slight  erythema  after  the  bath.  On  Sept.  7 I 
noted  that  the  patient  had  again  an  intense  erythema.  He  had 
the  last  tub  ten  hours  before.  On  Sept.  9 at  the  morning  visit  I 
noted  that  the  last  tub  was  a little  after  midnight.  There  was  a 
diffuse  erythema  over  trunk,  arms  and  face,  not  on  the  legs.  It 
was  a very  dusky  erythema;  no  petechiae.  It  disappeared  in  a 
few  days. 

Patrick  B.,  aged  21  (Hosp.  No.  16,736),  admitted  July  21,  1896. 
On  the  29th  day  the  patient  had  had  19  baths;  temperature  had 
ranged  from  102°  to  104.5°.  On  this  day  Dr.  Thayer’s  note  was 
as  follows:  “ This  morning  on  the  backs  of  the  hands  are  a number 
of  deep  red  blotches  with  slight  tenderness  of  the  joints  on  pressure. 
Upon  the  skin  of  the  arms  are  a number  of  smaller,  slightly  raised 
papules  and  other  large  blotches  about  each  elbow.  They  are  not 
so  much  raised,  and  look  rather  haemorrhagic.  Some  of  the  smaller 
areas  are  raised.  On  the  thighs  and  legs  are  a number  of  slightly 
elevated  patches,  some  of  a deep  red  color  and  a little  indurated. 
Some  of  the  larger  ones  have  a slight  bluish  tint.”  Within  a couple 
of  days  the  patches  on  the  hands  had  almost  disappeared.  They 
persisted  on  the  face.  On  the  32d  day,  July  30,  there  were  some 
of  them  still  present.  On  the  left  shin  there  were  several  slightly 
raised  indurated  spots,  into  which  haemorrhage  had  taken  place. 
Throughout  August  at  intervals  there  were  fresh  crops  of  papular 
erythema  on  the  arms  and  forehead.  The  case  had  been  very  pro- 
tracted, and  he  had  become  greatly  emaciated.  When  I returned 
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in  September  I noted,  on  the  7th,  that  there  were  still  a few 
patches  ot'  erythema  on  legs  and  feet.  Even  as  late  as  the  23d  of 
September  I noted  that  erythema  still  persisted,  and  the  face  Avas 
somewhat  swollen.  On  the  night  of  the  21st  of  September  he  had 
splitting  headache  with  nausea  and  vomiting.  The  face  became 
very  flushed,  and  throughout  the  following  day  his  face  was  red 
and  swollen. 

Charles  L.,  aged  19  (IIosp.  No.  17,969),  admitted  Nov.  27,  1896. 
At  end  of  second  week  a rosy  blush  was  present  on  nose  and  cheeks 
for  two  or  three  days,  variable,  sometimes  almost  disappearing. 
He  was  taking  tubs  at  the  time. 

John  L.,  aged  25  (Hosp.  Ho.  17,984),  admitted  Nov.  30,  1896. 
On  the  9th  day  a blotchy  erythema  over  face  and  trunk.  On  the 
forehead  the  patches  were  somewhat  like  urticaria.  It  only  lasted 
a day.  On  the  following  day  he  had  vomiting;  no  diarrhoea. 

Edith  C.,  aged  10  (Hosp.  No.  20,436),  admitted  Aug.  26,  1897. 
Sponges;  moderate  attack.  On  the  31st  day  of  illness  an  attack 
of  erythema  multiforme  on  face,  shoulders  and  buttocks.  Coagu- 
lation time  two  to  three  minutes.  Dr.  Camac’s  note  on  the  condi- 
tion was  as  follows:  “ Over  eyelids,  forehead  and  on  either  cheek 

are  irregular  high  colored  blotches.  Here  and  there  within  the 
erythematous  areas  are  whitish  islands,  which  stand  out  in  marked 
contrast  to  the  surrounding  purple  red  spots.  That  on  the  right 
cheek  is  not  so  deep  in  color.  The  whitish  areas  are  not  raised, 
and  are  unaffected  portions.  There  are  fading  spots  of  erythema 
on  the  arms.  Over  the  buttocks  there  are  marked  areas  which  are 
more  raised.  The  distribution  of  the  lesions  is  somewhat  sym- 
metrical, over  both  eyelids,  cheeks,  shoulders  and  buttocks. 7r 
"Within  three  days  the  rash  had  disappeared. 

Erythema  Nodosum. 

In  connection  with  erythema  in  typhoid  fever  I may  mention  a 
case  under  observation  at  the  present  date.  Widal  reaction 
marked;  temperature  not  high.  On  the  15th  day  there  was  a 
most  characteristic  rash  of  erythema  nodosum  on  the  legs,  six  or 
eight  spots  on  each,  raised,  and  of  the  most  typical  appearance. 
In  addition  there  were  a few  scattered  areas  of  localized  exudative 
erythema  on  the  arms.  The  lesions  disappeared  in  a few  days. 
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Urticaria. 

In  the  first  series  a case  was  noted  with  an  abundant  crop  of 
urticaria.  In  this  series  there  was  one  case,  H.  L.,-  aged  27  (Hosp. 
Xo.  20,238),  had  on  the  16th  an  outbreak  of  urticaria. 

Boils. 

Otto  B.,  aged  19  (Hosp.  Xo.  13,500),  had  boils  on  the  back  at 
the  end  of  the  third  week.  Mild  case,  only  9 tubs. 

C.  H.,  aged  25  (Hosp.  Xo.  14,586),  admitted  Xov.  25,  1895. 
Boils  on  buttocks,  six  or  eight,  up  to  3 or  4 cm.  in  diameter.  Cul- 
tures showed  staphylococcus  albus. 

Geo.  F.,  aged  18  (Hosp.  Xo.  16,888),  admitted  Aug.  5,  1896. 
Very  severe  attack;  death  on  the  28th  day  of  disease;  45  tubs.  On 
the  16th  day  numerous  boils  on  the  back. 

Mary  G.,  aged  15  (Hosp.  Xo.  16,967),  admitted  Aug.  11,  1896. 
At  intervals  from  the  17th  to  the  35th  day  patient  had  boils. 
35  tubs. 

Wm.  R.,  aged  19  (Hosp.  Xo.  17,029),  admitted  Aug.  18,  1896. 
In  the  third  and  fourth  weeks  he  had  successive  crops  of  small  boils. 

Chas.  H.,  aged  47  (Hosp.  Xo.  17,319),  admitted  Sept.  17,  1896, 
on  the  63d  day  of  illness  had  a crop  of  boils. 

Martin  B.,  aged  26  (Hosp.  Xo.  17,417),  admitted  Sept.  28,  1896. 
Boils  on  the  30th  day.  Patient  had  39  tubs. 

Amos  FI.,  aged  21  (Hosp.  Xo.  17,608),  admitted  Oct.  16,  1896. 
On  the  18th  day  of  illness  several  boils  on  thighs.  On  the  42d  day 
boil  in  perineum.  Staphylococcus  albus  in  cultures. 

Kate  X.,  aged  17  (Hosp.  Xo.  18,117),  admitted  Dec.  14,  1896. 
On  the  30th  day  of  illness  abscess  on  right  buttock;  36th  day 
abscess  in  left  gluteal  region;  45th  day  one  on  scalp;  and  one  on 
pubes. 

Clarence  S.,  aged  14  (Hosp.  Xo.  20,301),  admitted  Aug.  14, 
1897.  Protracted  attack;  85  tubs.  On  the  37th  day  of  illness  a 
large  number  of  pustules  on  the  back.  On  the  40th  day  abscess 
on  the  buttocks. 
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Ellen  K,  aged  6 (Hosp.  No.  21,744),  admitted  Jam  15,  1898. 
Thirty-eight  tubs.  On  the  42d  day  of  illness  an  abscess  of  labia 
majora,  and  on  the  50th  day  an  abscess  under  the  chin.  Staphy- 
lococcus in  cultures. 

Jos.  Y.,  aged  33  (ITosp.  No.  23,376),  admitted  July  7,  1898. 
On  the  30th  day  of  illness  boils  on  back  and  buttocks.  Staphy- 
lococcus in  cultures.  Thirty-four  tubs. 

Michael  G.,  aged  32  (Hosp.  No.  20,499),  admitted  Sept.  3,  1897. 
Boil  on  the  thigh.  Skin  abscess  in  light  scapula. 

Ella  T.,  aged  50  (Hosp.  No.  20,666),  admitted  Sept.  21,  1897. 
Moderately  severe  attack;  53  tubs.  On  the  49th  day  of  illness 
abscess  on  left  buttock. 

Maggie  M.,  aged  25  (Hosp.  No.  21,349),  admitted  Nov.  28, 

1897.  Two  very  painful  inflammatory  swellings  at  the  right  audi- 
tory meatus. 

Thomas  B.,  aged  19  (Hosp.  No.  23,643),  admitted  Aug.  2,  1898. 
Protracted  case;  relapse.  Abscess  in  left  axilla  on  35th  day. 

Geo.  G.,  aged  12  (Hosp.  No.  23,697),  admitted  Aug.  8,  189S. 
On  the  33d  day  of  a severe  attack  a boil  on  the  right  leg. 

Herbert  F.  H.,  aged  7 (Hosp.  No.  23,698),  admitted  Aug.  8, 

1898.  Between  the  41st  and  52d  days  numerous  small  abscesses. 
Those  in  axillae  and  loins  opened;  staphylococci  in  cultures.  The 
patient  had  been  successfully  operated  upon  for  perforation. 

Geo.  II.,  aged  8 (Hosp.  No.  23,953),  admitted  Sept.  2,  1898. 
59  tubs.  On  the  19th  day  numerous  small  boils  on  chest  and  arms. 

Kate  II.,  aged  23  (Hosp.  No.  24,064),  admitted  Sept.  13,  1898. 
On  the  44th  day  a boil  in  the  left  axilla. 

Henry  W.,  aged  27  (Hosp.  No.  24,081),  admitted  Sept.  14,  1898. 
On  the  39th  day  an  abscess  in  the  right  gluteal  region;  an  ounce 
of  pus.  Staphylococcus  aureus. 

Jacob  D.  H.,  aged  20  (ITosp.  No.  24,135),  admitted  Sept.  20, 
1898.  On  the  26th  day  boils  on  the  head,  face,  axilla  and  later 
the  buttocks. 

Chas.  O.  W.,  aged  28  (Hosp.  No.  23,961),  admitted  Sept.  3, 
1898.  On  the  22d  day  boils  on  arms. 
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Pemphigus. 

Lewis  E.,  aged  69  (Hosp.  Ao.  20,507),  admitted  Sept.  4,  1897. 
On  admission  on  the  backs  of  both  hands  there  were  two  large- 
patches  covered  by  flat  scabs.  On  Sept.  10,  six  days  after  admis- 
sion, on  the  back  of  the  right  hand  there  appeared  a bulla  about 
1.5  cm.  in  diameter,  raised,  slightly  painful,  which  contained  a 
collection  of  bloody  serum.  The  patient  thinks  this  similar  to  the 
other  spots  which  had  appeared  at  an  earlier  stage.  On  the  11th 
another  pemphigus-like  bleb  appeared  over  the  right,  metacarpal 
bone  of  the  little  finger.  The  contents  became  yellowish  and  thick. 

Papular  Eash. 

Mattie  Iv.,  aged  20  (Hosp.  Ho.  15,908),  admitted  xYpril  24,  1896. 
On  the  43d  day  of  illness  a papular  rash  developed  on  arms  and 
legs,  which  lasted  a few  days. 

Ecthyma. 

Willie  IT.,  aged  6 (Hosp.  Ho.  14,217),  admitted  Oct.  16,  1895. 
On  the  9th  day  an  ecthymatous  rash  appeared  on  the  feet  and  hands. 
It  disappeared  under  iodide  of  potassium.  The  boy’s  upper  central 
incisors  were  notched;  he  possibly  had  syphilis. 

Miliary"  Eash. 

K.  IT.,  aged  17  (Hosp.  Ho.  16,951),  admitted  Aug.  10,  1896. 
On  the  21st  day  the  patient  had  a profuse  erythematous  rash  on 
thorax  and  abdomen,  and  there  were  small  miliary  vesicles. 

Sweating. 

Mina  F.  H.,  aged  33  (Hosp.  Ho.  17,239),  admitted  Sept.  9,  1896. 
Marked  sweating  at  night  during  the  first  week. 

Amelia  T.,  aged  19  (Hosp.  Ho.  16,707),  admitted  July  17,  1896. 
From  the  16th  to  the  21st  days  of  disease  she  had  profuse  sweats. 
Temperature  range  ivas  up  to  105°.  Eecovery. 

Jos.  R,  aged  28  (Hosp.  Ho.  21,192),  admitted  Hov.  11,  1S97. 
On  the  12th  day  of  illness  patient  had  profuse  continuous  sweating. 

Sloughing  of  the  Skin. 

Lena  K.  (Hosp.  Ho.  17,277),  admitted  Sept.  12,  1896.  Severe 
case  with  high  fever.  On  the  46th  day  there  was  sloughing  of  the 
skin  over  the  heels  and  one  or  two  spots  on  the  back. 
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Nervous  System. 

N EURITIS. 

We  have  already  considered  in  Studies  I a series  of  cases  of 
neuritis,  and  more  fully  in  Studies  II  the  whole  subject  of  neuritis 
occurring  during  and  after  typhoid  fever.  The  following  addi- 
tional case  occurred  in  the  third  series. 

Severe  attack  of  typhoid  fever;  in  the  fifth  week,  pain  in  right 
arm  and  gradual  loss  of  power  in  arm  and  hand;  in  sixth  week, 
Iqss  of  power  in  both  legs  without  pain;  gradual  recovery. 

A.  B.,  aged  26  (Hosp.  No.  13,738),  one  of  the  associate  profes- 
sors in  a New  England  college,  was  admitted  August  30,  1895. 

There  is  nothing  of  any  special  moment  in  his  family  history. 

Early  in  August  he  paid  a visit  to  the  Eastern  Shore,  at  which 
time  he  was  quite  well.  On  the  16th  he  began  to  complain  of 
headache  and  pains  in  the  limbs.  On  the  24th  he  noticed  for  the 
first  time  fever  in  the  evenings.  His  appetite,  however,  was  good 
until  about  four  days  before  admission.  He  has  had  no  bleeding 
from  the  nose.  He  has  been  thoroughly  purged  with  calomel. 
Eor  a week  he  has  had  a good  deal  of  tenderness  in  the  abdomen. 

On  admission,  the  features  of  typhoid  fever  were  quite  well 
marked.  There  were  rose-spots  and  enlargement  of  the  spleen. 
Eor  the  first  week  the  temperature  ranged  from  100°  to  105°. 

On  repeated  examinations  of  the  urine  during  the  first  month  he 
had  slight  traces  of  albumin  and  an  occasional  small  hyaline  cast. 

About  the  21st  of  September  the  patient  began  to  complain  of 
pain  in  the  right  arm.  It  was  difficult  to  get  from  him  the  exact 
location.  He  winced  when  the  shoulder  was  touched,  or  the  arm, 
or  the  elbow.  Movement  of  the  arm  was  very  painful,  and  pressure 
on  the  elbow  or  shoulder,  or  on  the  arm  caused  him  much  pain. 
There  was  no  swelling  of  the  joints.  He  complained,  too,  that  the 
fingers  were  numb  and  stiff.  During  the  next  two  or  three  days 
this  condition  became  more  aggravated.  The  temperature  ranged 
from  98°  to  102°. 

On  the  24th  of  September  he  complained  that  he  could  not  move 
his  legs  well,  and  that  they  were  stiff,  but  he  could  move  his  feet 
and  toes  readily.  On  this  day,  however,  there  was  distinct  wrist 
drop  on  the  right  side.  He  could  neither  extend  the  fingers  nor 
the  wrist.  It  was  impossible  to  fix  accurately  the  point  of  most 
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pain  about  the  arm.  He  winced  when  the  humerus  was  grasped, 
but  there  was  no  special  tenderness  over  the  ulnar  nerve  or  along 
the  brachial  cords.  The  extensor  surface  of  the  right  arm  seemed 
a little  swollen  in  comparison  with  the  left.  For  the  next  few  days 
he  did  not  complain  so  much,  but  there  was  almost  complete  loss 
of  power  in  the  right  arm. 

On  the  30th  the  pain  was  very  much  less,  lie  could  neither 
lift  the  right  arm  from  the  shoulder  joint,  nor  flex  or  extend  it.  at 
the  elbow.  There  was  complete  wrist  drop,  and  be  could  only 
just  move  the  fingers.  The  legs  could  not  be  drawn  up,  nor  could 
he  move  the  toes  of  either  foot.  The  muscles  were  flabby  and 
greatly  wasted  from  the  fever,  but  they  were  not  tender. 

There  was  slight  improvement  in  the  paralyzed  limbs.  He  could 
move  the  hand  and  forearm,  and  the  wrist  could  be  Slightly  ex- 
tended. The  grasp,  however,  was  scarcely  perceptible.  There  was 
still  deep-seated  tenderness  in  the  muscles. 

On  October  7,  he  could  not  lift  either  leg  from  the  bed;  the  feet 
were  in  the  typical  position  of  bilateral  foot  drop.  There  was  no 
tenderness  in  the  muscles  or  along  the  nerves;  no  parsesthesia ; the 
sensation  was  normal. 

October  10  the  note  was:  “ He  cannot  extend  the  fingers.  He 
can  flex  the  arm  at  the  elbow,  but  it  falls  over  at  once.  The  left 
hand  and  arm  are  not  and  have  not  been  affected.  He  can  draw 
up  the  legs  slightly  at  the  hips.  There  is  still  complete  foot  drop.” 

With  systematic  friction  to  the  arm  and  legs  the  power  returned 
within  a few  weeks. 

Convulsions. 

In  Studies  II,  at  page  469,  I described  a case  of  thrombosis  of 
the  branches  of  the  middle  cerebral  artery  on  the  9th  day  of  the 
disease,  associated  with  severe  convulsions.  The  following  addi- 
tional cases  of  convulsions  have  been  seen. 

Wm.  T.,  aged  40  (Hosp.  Xo.  15,015),  admitted  Jan.  17,  1S96. 
On  the  13th  day  of  illness,  during  his  8th  tub,  the  patient  had  a 
convulsive  seizure  with  opisthotonos.  The  pulse  became  feeble, 
pupils  contracted.  He  was  taken  out  at  once,  had  marked  opistho- 
tonos, and  was  unconscious  for  ten  minutes. 

Wm.  W.  Iv.,  aged  27  (Hosp.  Ho.  14,453),  admitted  Xov.  11, 
1895.  Very  severe  attack;  death  from  perforation  on  the  13th  day. 


Special  Features,  Symptoms  and  Complications.  479 

On  the  8th  day  the  patient  had  a general  convulsive  attack,  which 
lasted  on  and  oft*  for  fifteen  minutes,  not  followed  by  any  paralysis. 
There  was  much  muttering  delirium  subsequently. 

Maggie  M.,  aged  16  (Hosp.  No.  21,695),  admitted  Jan.  6,  1898, 
on  the  28th  day  of  illness  (?)  Attack  of  great  severity;  tempera- 
ture high;  125  tubs.  She  had  been  delirious,  and  had  had  a good 
deal  of  tremulousness.  At  6.30  on  the  morning  of  Jan.  29  the 
patient  had  a convulsion,  lasting  about  a minute,  twitching  of  the 
face,  shaking  of  the  head,  and  general  movements  of  the  muscles. 
The  temperature  at  midnight  had  been  104.5°.  When  I saw  her 
at  the  visit  on  the  same. morning  there  was  marked  rigidity  of  the 
muscles  on  both  sides.  She  had  been  very  heavy  and  lethargic 
all  night,  but  was  aroused  somewhat  from  the  stupor.  At  3.30  in 
the  afternoon  she  had  a second  convulsion.  The  eyes  were  turned 
outwards  and  to  the  left;  the  head  was  violently  shaken.  Fifteen 
minutes  later  she  had  a third,  which  lasted  about  a minute.  There 
was  frothing  at  the  mouth,  shaking  of  the  trunk  and  limbs,  and 
involuntary  passage  of  urine.  When  seen  a short  time  after  this 
convulsion  the  head  was  turned  to  the  left;  there  was  much  spasm 
apparently  of  the  neck  muscles.  The  eyes,  too,  were  turned 
strongly  to  the  left.  At  4.15  she  had  a fourth  convulsion.  At 
10.45  in  the  evening,  when  the  temperature  was  very  high,  she 
was  tubbed,  and  she  had  a fifth  convulsion  in  the  bath,  not  lasting 
so  long;  no  paralysis  followed  these  convulsions.  She  lav  in  an 
apathetic  condition,  with  a very  dull  expression,  and  occasionally 
cried  out.  For  several  days  there  was  marked  rigidity  of  the  limbs 
and  the  knee  jerks  were  increased.  On  Feb.  5 and  6 she  was  very 
much  better,  and  though  the  rigidity  was  still  present,  it  was  not 
quite  so  marked.  On  the  7tli  it  had  almost  disappeared.  She  had 
bad  bed-sores  and  the  pulse  was  very  feeble.  On  Feb.  8th  the 
patient  was  removed  to  her  home,  where  she  died  about  Feb.  17. 

Dec.  13,  1899.  I saw  this  evening,  with  Dr.  Bolgiano,  Pauline 
TL,  aged  11,  with  convulsions  following  typhoid  fever.  Primary 
attack  of  typhoid  lasted  24  days,  to  Oct.  8.  On  the  15th  she  was 
up  and  about,  and  the  nurse  stopped  taking  the  temperature.  On 
November  15  it  was  noticed  that  she  again  had  fever;  temperature 
101°.  She  had  been  restless  for  four  days  before.  The  temper- 
ature kept  up  for  four  days,  until  the  19th.  Then  for  four  days 
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she  was  free  from  fever.  Then  fever  until  Dec.  2,  thirteen  days. 
On  Dec.  8,  when  she  had  been  without  fever  for  eight  days,  she 
had,  at  twelve  o’clock,  midnight,  a severe  convulsion  on  the  left 
side,  which  lasted  for  three  or  four  hours.  She  was  unconscious, 
but  when  she  recovered  she  seemed  quite  herself,  perhaps  a little 
confused  for  a time. 

On  the  13th  at  G A.  M.  a second  convulsion  occurred,  also  on 
the  left  side.  The  eyes  were  turned  strongly  to  the  left  and  fixed. 
The  left  hand  moved  a little,  but  the  convulsion  was  chiefly  tonic. 
It  lasted  until  11.30.  When  I saw  her  at  6.30  P.  M.  she  was 
blind  and  had  been  so  all  day.  She  looked  bright  and  there  was 
no  paralysis.  She  asked  constantly  for  her  mother,  and  she  did 
not  know  whether  it  was  day  or  night,  and  asked  to  have  the  light 
so  that  she  might  see  who  I was.  The  pupils  were  widely  dilated. 
Ten  days  ago  between  seven  and  nine  at  night  the  mother  thinks 
that  she  was  a little  blind,  and  after  the  first  convulsion  she  seems 
to  have  had  some  difficulty  in  seeing. 

Dec.  14,  1899.  I saw  this  patient  again  at  2.30  to-day.  She 
had  been  restless  through  the  night,  and  had  to  have  a little  mor- 
phia. There  was  no  paralysis.  She  was  very  difficult  to  examine. 
She  wanted  to  go  to  sleep  and  moaned  a great  deal.  I got  a 
glimpse  of  both  retinae,  and  the  vessels  seemed  normal,  and  I 
caught  the  edge  of  one  disc  quite  plainly;  it  was  not  swollen.  She 
gradually  improved  and  two  months  later  when  I saw  her  she  was 
perfectly  well. 

Hysteria. 

Jos.  K.,  aged  36  (IJosp.  Ho.  14,444),  admitted  Hov.  9,  1895. 
On  the  44tli  day  of  a severe  attack  he  complained  of  excessive  pain 
over  the  sacrum  and  loins.  He  ground  his  teeth,  was  in  tears,  was 
very  hysterical,  jumped  and  trembled  when  touched.  (Typhoid 
spine,  probably  hysterical.)  Even  on  the  day  of  his  discharge, 
when  he  was  quite  ivell  in  other  respects,  he  complained  of  pain 
in  the  lower  part  of  the  back,  stood  stiffly  and  was  unable  to  bend 
the  back  at  all. 

Michael  G.,  aged  32  (Hosp.  Ho.  20,499),  admitted  Sept.  3,  1S97, 
on  the  7th  day  of  illness.  On  the  10tli  day  a well  marked  hysteri- 
cal fit.  On  the  12th  a hysterical  fit  in  the  tub. 
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Clias.  0.  W.,  aged  28  (Hosp.  No.  23,961),  admitted  Sept.  3, 
189S.  Severe  attack.  On  the  45th  day,  during-  convalescence,  a 
well  marked  hysterical  attack.  During  the  fever  the  patient  had 
had  very  active  delirium. 

Rhythmical  Movements  of  Lower  Jaw,  Probably  Hysterical. 

Eva  G.,  aged  17  (Hosp.  No.  20,907),  admitted  Oct.  12,  1897. 
Very  intense  infection  with  marked  nervous  symptoms,  much  rigid- 
ity of  arms  and  legs  and  great  delirium.  On  the  31st  day  of  ill- 
ness she  had  rhythmical  movements  of  the  lower  jaw.  Patient 
recovered. 

Catalepsy. 

Mrs.  B.,  aged  40  (Hosp.  No.  20,373),  admitted  Aug.  20,  1897, 
on  the  Sth  day.  On  the  same  day  patient  had  marked  catalepsy; 
arms  and  legs  would  remain  in  any  position  in  which  they  were 
placed.  She  was  very  hysterical  and  emotional;  both  conditions 
were  much  benefited  by  the  tubs. 

Onset  with  Meningeal  Symptoms. 

Jos.  T.,  aged  21  (Hosp.  No.  24,932),  admitted  Dec.  8,  1898,  on 
the  oth  day  of  illness;  temperature  102.8°,  much  pain  in  the  head, 
arching  of  the  neck,  head  could  not  be  bent  forward;  meningitis 
suspected.  Lumbar  puncture  on  the  6th  day,  negative.  Kernig’s 
sign  not  present.  On  the  9th  day  lumbar  puncture  again,  negative. 
The  stiffness  persisted  for  nearly  ten  days,  gradually  disappeared. 
Patient  recovered. 

Persistent  and  Aggravated  PIeadache. 

Case  12,881,  J.  B.,  aged  23,  was  admitted  May  25,  1895.  He 
had  loss  of  appetite  and  slight  headache  three  weeks  previous  to 
admission.  Then  for  a week  he  had  very  severe  headache,  so  that 
he  was  forced  to  stop  work.  The  following  week  he  had  to  remain 
in  the  house  most  of  the  time.  He  began  to  feel  feverish  in  the 
evening  and  had  a great  deal  of  nausea.  For  several  days  past 
he  has  vomited  almost  everything  he  has  taken.  No  nosebleed. 
The  headache  has  been  continuous.  On  admission  his  temperature 
was  101.5°.  He  looked  heavy  and  dull.  Tongue  covered  with 
a thick  yellowish  fur.  Lips  dry.  Teeth  and  gums  covered  with 
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sordes;  breath  very  foul.  There  were  several  suspicious  rose-spots 
on  the  skin  of  the  abdomen,  lie  had  no  diarrhoea,  no  distention 
of  the  abdomen.  The  headache  was  not  very  severe  for  the  first 
two  days  in  hospital;  then  on  the  27th  and  28th  it  became  very 
intense.  The  ice-cap  did  not  seem  to  relieve  it.  lie  had  antifebrin 
and  small  doses  of  morphia.  On  the  29th  and  30th  the  headache 
seemed  a little  better.  On  the  31st  the  pain  was  very  severe  in 
the  back  of  the  head  and  down  the  back  of  the  neck.  The  head- 
ache persisted  for  the  next  few  days,  and  on  the  2d  of  June  he  was 
leeched. 

In  the  following  cases,  also,  the  headache  was  severe  and  per- 
sistent: 

Robert  Iv.,  aged  28  (Hosp.  Ho.  17,530),  admitted  Oct.  8,  1896. 

Jos.  Y.,  aged  33  (Hosp.  Ho.  23,376),  admitted  July  7,  1898. 

Henry  H.,  aged  29  (Hosp.  Ho.  24,745),  admitted  Hov.  18,  1898. 

Special  Senses. 

Otitis  Media. 

Conrad  IJ.,  aged  25  (Hosp.  Ho.  14,586),  admitted  Hov.  25,  1895. 
On  the  13th  day  of  illness  there  was  a thick  purulent  discharge 
from  the  right  ear;  no  pain.  On  the  26th  day  much  pain,  leeches 
applied.  On  the  27th  day  again  profuse  discharge.  Irrigations 
of  boric  acid.  On  the  40th  day  almost  well.  Cultures  showed 
streptococcus. 

Charles  L.,  aged  19  (Hosp.  Ho.  17,969),  admitted  Hov.  27,  1896. 
On  the  18th  day  of  illness,  without  pain,  there  was  a sero-purulent 
discharge  from  the  right  ear,  which  lasted  two  days. 

Minnie  I.,  aged  21  (Hosp.  Ho.  20,618),  admitted  Sept.  15,  1S97. 
Severe  attack;  96  tubs.  On  the  32d  day  of  illness  otitis  media, 
profuse  purulent  discharge  from  the  ear. 

Eva  G.,  aged  17  (Hosp.  Ho.  20,907),  admitted  Oct.  12,  1S97. 
Very  severe  attack  with  marked  nervous  symptoms;  59  tubs.  On 
the  31st  day  of  illness  an  otitis  media  developed;  slight  discharge; 
no  pain. 

Ellen  K,  aged  6 (Hosp.  Ho.  21,744),  admitted  Jan.  15,  1898. 
On  the  42d  day  of  illness  she  had  an  otitis  media. 
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Kate  H.,  aged  23  (Hosp.  No.  24,064),  admitted  Sept.  13,  1898. 
69  tubs.  On  the  32d  day  otitis  media;  slight  discharge;  stopped 
on  the  34th  day. 

Deafness. 

Mattie  K.,  aged  20  (Hosp.  No.  15,908),  admitted  April  24, 
1896.  Moderately  severe  attack;  no  otitis  media;  fever  of  21  days’ 
duration;  14  tubs.  During  convalescence  there  was  deafness  of 
unknown  cause. 

Jacob  D.  H.,  aged  20  (Hosp.  No.  24,135),  admitted  Sept.  20, 
189S.  Severe  case,  with  much  delirium.  Marked  deafness  during 
the  course. 

Michael  K.,  aged  32  (Hosp.  No.  24,298),  admitted  Oct.  5,  1898. 
Severe  case.  Deafness  only  noticed  for  a few  days. 

Fannie  H.,  aged  9 (Hosp.  No.  23,799),  admitted  Aug.  16,  1898. 
On  admission  patient  was  apparently  quite  deaf. 

Conjunctivitis. 

Henry  H.,  aged  29  (Hosp.  No.  24,745),  admitted  Nov.  18,  1898. 
On  Nov.  21,  the  6th  day  of  a well  marked  attack,  in  which  the 
fever  had  been  high,  the  patient  had  well  marked  conjunctivitis  in 
both  eyes.  He  had  a good  deal  of  headache,  and  on  the  following 
day  much  soreness  and  pain  in  the  eyes.  The  condition  rapidly 
improved. 

Locomotor  System. 

Arthritis. 

Bessie  W.,  aged  26  (Hosp.  No.  24,675),  admitted  Nov.  9,  1898. 
Arthritis  at  onset  of  relapse.  (See  relapse  cases.) 

Bessie  M.,  aged  20  (Hosp.  No.  17,101),  admitted  Aug.  24,  1896. 
Mild  attack.  On  Sept.  10,  at  the  beginning  of  a relapse,  patient 
complained  of  stiffness  and  pain  in  the  left  elbow  joint.  There 
seemed  to  be  no  swelling.  On  Sept.  11,  when  the  temperature  had 
been  101°,  in  the  evening  the  elbow  joint  looked  a little  swollen, 
no  redness,  but  a little  swelling  on  the  inner  side  of  the  right  tibia 
just  above  the  malleolus.  On  the  14th  it  was  noted  that  the  pain 
and  swelling  of  the  left  elbow  were  gone  and  the  joint  freely 
movable. 

33 
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Harry  L.,  aged  22  (IIosp.  No.  22,837),  admitted  May  11,  1898. 
Severe  attack  of  typhoid  fever.  He  had  during  the  height  of  the 
fever  and  at  its  decline  very  great  pain  in  the  bones  of  the  knees 
and  legs,  and  a very  severe  pain  in  the  region  of  the  left  hip,  and 
in  the  left  sacro-iliac  region.  There  was  no  swelling,  no  pain  along 
the  sciatic  nerve.  Subsequently  both  knees  became  swollen,  and 
there  was  fluid  in  the  right.  At  this  time  his  temperature  was 
101°.  The  right  knee  was  aspirated,  and  a yellow,  sticky  fluid 
removed.  After  persisting  for  about  ten  days  the  pains  and  arth- 
ritis gradually  disappeared. 

Painful  Legs. 

Mary  C.,  aged  30  (Hosp.  No.  13,524),  on  October  6,  when  well 
advanced  in  convalescence  complained  of  much  pain  in  the  calves 
of  the  legs,  particularly  on  pressure. 

Katie  W.,  aged  30  (Hosp.  No.  17,367),  admitted  Sept.  22,  1896. 
Very  protracted  case  with  relapse.  On  the  79th  day  of  illness, 
after  the  temperature  had  been  normal  for  more  than  two  weeks, 
she  complained  of  much  soreness  in  the  legs;  no  swelling. 

Martin  B.,  aged  26  (Hosp.  No.  17,417),  admitted  Sept.  28,  1896. 
Very  protracted  case  with  high  fever  and  delirium.  On  the  56th 
day  of  illness  there  was  a rise  in  temperature  to  102.8°.  Pain  in 
the  feet  and  calves,  which  were  tender  and  slightly  oedematous. 
The  fever  persisted  only  thirty-six  hours.  The  next  day  the  pain 
was  better,  it  persisted,  however,  for  a week.  The  veins  were  not 
palpable. 

J.  B.,  aged  26,  male  (Hosp.  No.  20,134),  admitted  July  29, 
1897.  After  a very  protracted  illness,  during  convalescence, 
marked  soreness  in  calves  of  legs;  no  swelling. 

Minnie  S.,  aged  29  (Hosp.  No.  20,227),  admitted  Aug.  7,  1897. 
On  Sept.  20,  after  the  temperature  had  been  normal  for  a couple 
of  weeks,  the  patient  complained  of  great  pain  in  the  left  leg  in 
the  popliteal  space  and  along  the  inner  side  of  the  calf.  It  was 
extremely  tender  to  the  touch,  and  large  veins  could  be  felt  in  the 
popliteal  space.  No  swelling  of  the  leg.  The  patient  had  had 
varicose  veins.  On  the  24th  of  September  the  leg  was  still  very 
painful;  no  swelling;  no  tumor.  She  got  well  with  a flannel 
bandage. 
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Special  Features,  Symptoms  and  Complications. 

John  £.,  aged  18  (Hosp.  No.  14,101),  admitted  Oct.  14,  1805, 
in  the  second  week  of  illness.  Very  severe  and  protracted  case; 
63  days  of  fever;  83  baths.  On  the  52d  day  the  patient  had  a 
chill  of  fifteen  minutes’  duration;  temperature  rose  to  104.5°.  The 
calf  of  the  leg  was  a little  swollen  and  there  was  tenderness  along 
the  internal  saphenous  and  femoral  veins,  most  distinct  in  Scarpa’s 
triangle.  A few  days  subsequently  there  was  pain  on  pressure 
along  the  course  of  the  femur,  and  motion  of  the  leg  caused  pain. 
It  was  difficult  to  say  whether  it  was  tenderness  in  the  muscles  or 
the  bones.  The  leucocytes  were  10,500.  By  the  57th  day  the 
pain  had  all  gone. 

Tender  Spine. 

Annie  K.,  aged  20  (Hosp.  No.  21,492),  admitted  Dec.  14,  1897. 
Severe  and  protracted  attack  with  very  marked  nervous  symptoms. 
On  the  67th  day  there  was  great  tenderness  over  the  spine,  with 
pain  on  deep  pressure  on  the  lumbar  vertebras.  No  change  in  the 
gait. 

Cramps  in  Muscles. 

Annie  A.,  aged  17  (Hosp.  No.  17,619),  admitted  Oct.  17,  1896. 
On  the  13th  day  of  illness  much  troubled  with  cramps  in  muscles 
of  calves  of  legs. 

Choreiform  Movements. 

John  E.,  aged  37  (Hosp.  No.  21,152),  admitted  Nov.  8,  1897. 
Severe  attack.  From  the  10th  to  the  13th  day  the  patient,  though 
quite  conscious,  mind  clear,  and  temperature  not  very  high,  had 
the  most  marked  movements  of  the  muscles  of  the  face,  ann  and 
hands,  almost  choreiform  in  character.  At  times  the  whole  body 
would  shake.  By  the  13th  day  the  tremor  had  almost  disappeared. 

Bone  Lesions. 

Periostitis  of  Plight  Humerus  and  of  Fibs  during  Relapse. 

C.  E.  D.,  aged  32  (Hosp.  No.  12,915),  admitted  May  30,  1895. 
Severe  attack  with  protracted  relapse.  About  the  middle  of  the 
relapse,  between  the  60th  and  63d  days  of  the  disease,  the  patient 
complained  of  much  pain  in  the  right  arm,  which  was  at  first  diffi- 
cult to  localize.  Subsequently  it  became  limited  to  the  lower 
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third  of  the  humerus,  and  here  there  was  on  deep  pressure  exces- 
sive tenderness.  There  was  no  soreness  when  the  skin  or  muscle 
was  pinched,  but  pressure  on  the  bone  caused  great  pain.  Counter- 
irritation  was  applied,  and  the  condition  gradually  improved. 
About  a week  later  the  patient  began  to  complain  of  pain  at  the 
sternal  ends  of  the  4-th  and  5th  left  ribs,  and  here  a distinct  promi- 
nence appeared.  It  was  very  tender,  but  did  not  fluctuate.  The 
tenderness  and  swelling  persisted,  and  on  the  day  previous  to  his 
discharge  the  following  note  was  made:  “ There  is  now  a tumor 

involving  apparently  the  cartilages  of  the  4th  and  5th  ribs;  it  is 
somewhat  tender,  does  not  fluctuate,  and  is  from  3 to  4 cm.  in 
diameter.” 

Periostitis  of  Left  Clavicle. 

Leo  C.,  aged  20  (Hosp.  No.  23,968),  admitted  Sept.  3,  1898. 
On  the  29th  day,  during  convalescence  from  an  attack  of  moderate 
severity,  patient  had  periostitis  of  the  left  clavicle;  pain  and  swel- 
ling, which  gradually  subsided  without  suppuration. 

Myositis. 

T.  A.,  aged  42  (Hosp.  No.  12,404),  admitted  April  2,  1895. 
Typical  attack  of  moderate  severity;  bathed.  During  convales- 
cence the  patient  had  extreme  tenderness  of  the  calf  muscles,  no 
special  swelling,  but  a tenderness  of  the  muscles  themselves,  which 
was  in  all  probability  myositis. 

Abscesses. 

Rectal  Abscess. 

Charles  IT.,  aged  22  (Hosp.  No.  13,769),  admitted  Sept.  3. 
1895.  Severe  attack  with  relapse.  On  the  37th  day  of  illness 
he  had  a rectal  abscess  with  great  pain,  which  discharged  on  the 
40th  day. 

Alveolar  Abscess. 

Mrs.  W.  B.,  aged  40  (Hosp.  No.  20,373),  admitted  Aug.  20. 
1897.  On  the  13th  day  of  illness  the  patient  had  an  alveolar  ab- 
scess, which  had  to  be  opened. 


